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The distribution of Chloromycetin (Chloramphenicol, P., D. & Co.), the 
first antibiotic to be synthesized on a practical basis, is‘now controlled by the Ministry 
of Health through the Regional Hospital Board centres that previously distributed 
streptomycin, 

The use of Chloromycetin has been restricted by the Ministry of Health 
to the treatment of the following conditions :— 

Suspected cases of ornithosis, proved cases of undulant fever (brucell - 
osis), lymphogranuloma inguinale, typhoid fever, paratyphoid fever (severe) and 
Salmonella septicaemia. 

These categories are under constant review, however, and may be added 
to from time to time in the light of current expert advice. 

The Medical Department of Parke, Davis & Co. has accumulated 
considerable data on the clinical application of Chloromycetin, and will be pleased to 


PARKE, DAVIS & COMPANY 
Inc. U.S.A., Liability Ltd. 


HOUNSLOW, MIDDLESEX Telephone: HOUnsiow 2361 


RADIOMULSIN A convenient dietry supplement 


*Radiomulsin’ is a pleasantly flavoured emulsion 
containing in each teaspoonful vitamin A 2500 i.u., 
aneurine hydrochloride (vitamin B,) 0.75 mg., 
riboflavine (vitamin B,) 0.5 mg., nicotinamide 
7-5 mg., ascorbic acid (vitamin C) 15 mg. and 
calciferol (vitamin D,) 1000 i.u. 

*Radiomulsin’ is readily miscible with any type 
of infant feed. Its pleasant flavour appeals to 


children and adults and it may be administered 
undiluted or added to milk or other drink. 

‘Radiomulsin’ contains the most important 
vitamins in the proportions most generally useful 
for the correction of vitamin dietary deficiencies in 
both young and old. 

*Radiomulsin’ is available in bottles of 4 and 16 
fl. oz. Literature and samples on request. 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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Sound Nutrition 


There is no doubt that food plays a prominent part in the maintenance of health. In 
these days, increasing attention is being paid to the general diet by everyone who 
appreciates the significance of satisfactory nutrition, and especially by the medical 
profession. 


The vitamins, which are sometimes overlooked, are important components of a sound 
diet. Vitamins of the B, complex are among those which are essential in human 
nutrition, and Marmite, which is a good source of these factors, is frequently prescribed. 
Its regular inclusion in the diet is particularly beneficial in the case of expectant and 
nursing mothers and children of all ages. 


MARMITE 


yeast extract 


contains 
RIBOFLAVIN (vitamin B,) 1°5 mg. per oz. NIACIN (nicotinic acid) 16°5 mg. per oz. 
Jars: 1-oz. 8d., 2-oz. 1/1, 4-02. 2/-, 8-oz. 3/3, 16-02. 5/9. Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


The Marmite Food Extract Co., Ltd., 35, Seething Lane, London, E.C.3 


Literature on request 


497 


between 4-6 months 


Whether the baby is bottle or breast-fed, Nestlé’s foods 
are beneficial from four months old or even earlier because 
they are homogenised. This process reduces fibres to 
non-irritant particles, breaks open food cells, producing a 
safe food so smooth, that it can if necessary be added to the 
bottle. Nestlé’s Foods promote growth and development 
while they ease the way to weaning. 

Also approved in cases of nutritional anemia; and certain 
varieties of the foods are suited to feeding in 
coeliac disease and other intestinal affections. als 


for babies 


theyre : Look at the wonderful variety you get! 
d Bone and Vegetable Broth, Meat and Vegetable Broth, Tomato 
a SOMOGENISED Soup, Liver Soup, Mixed Vegetables, Carrots, Spinach, Apple 
with Blackcurrant Juice, Apples, Custard. NH.N.S. 
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or the provision oF 
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optimal nutrition , 

Breast milk is the natural food for the human infant. 
Surely then, the indicated substitute is one which approxi- 
mates most closely to breast milk ? 

In Humanised Trutood this close approximation to 
human milk is achieved by breaking down cow’s milk into its 
constituents, and then re-assembling them in proportions 
similar to those of breast milk. Spray-drying at a low tem- 
perature then ensures that the fat is in a finely emulsified 
state. Naturally all this entails the use of costly technical 
Processes. 

The result is not a cheap product, but a reasonably priced 
one which has a balance of nutrients similar to that of 
breast milk: the protein, for instance, is similar not only in 
quantity but also in ratio of casein to soluble protein. For 
this reason Humanised Trufood is the indicated substitute 
in all cases where breast-feeding is not possible. 


Note the similarity between Humanised Trufood and breast 
milk and the contrast of both with cow’s milk. 


TRUFOOD SREASTMILK COW'S MILK 


FAT (342) ( 341) an) 


1-3% 


PROTEIN 


341, 


THERE ARE PLENTIFUL SUPPLIES 
OF TRUFOOD AVAILABLE 


Enquiries about Trufood products or matters in which the experi- 
ence of Trufood experts may be of value should be addressed to 


TRUFOOD 


PROFESSIONAL INFORMATION SERVICE 
BEBINGTON, CHESHIRE 


Virol 


A GREAT BUILDING-UP FOOD 


FOR CHILDREN AND INVALIDS 


VIROL is a concentrated food of high 
nutritional value, and provides just those 
factors most likely to be needed to 
complete the diet. 


THE INGREDIENTS of Virol are: malt 
extract, refined beef fat, maltose, sugar, 
mailto-dextrins, glucose, fructose, egg, 
orange juice, salt, flavourings, phosphoric 
acid, calcium phosphate, iron phosphate, 
sodium todide, and added vitamins. 


VIROL CONTAINS per ounce :— 
Vitamin A, 500 t.u., Vitamin D, 1,000 1.u., 
Vitamin B, (Aneurin), 0.2 mg., Nicotinic 
Acid, 3.0 mg., Iron, 8 mg., Iodine, 75 
Micro-g., together with unstandardised 
amounts of other essential nutrients. 


The addition of Virol to ordinary cow’s 
milk converts it into a completely balanced 
food for infant-feeding except for Vitamin 
C, which is readily obtained from orange 
juice. Virol is also an invaluable supple- 
mentary food for growing children. 

During illness and convalescence, when 
it is necessary to maintain the patient’s 
strength without undue strain on the 
digestion, VIROL—because it is so 
palatable and easily absorbed—has proved 
to be a most nutritious restorative. 


Virol 


completes the diet 


VIROL LIMITED, LONDON w.5. 
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Because in acute febrile conditions such as pneumonia, diphtheria, 
and rheumatic fever the blood vitamin-C level is markedly reduced, 
as is excretion of the vitamin by the kidneys. 

Because it is believed that there is an important relationship 
between ascorbic acid and immunological reactions, as indicated, for 
example, in the lowering of resistance to diphtheria toxin effected 
by hypovitaminosis-C. 

Because, on the practical side, good results are constantly being 


cough, pneumonia and toxic diphtheria. More detailed information 
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° a reported from the use of natural vitamin C, in the form of ‘ Ribena’ 
| ena blackcurrant syrup in rheumatic fever, scarlet fever, whooping 


will be gladly supplied on request. 
e ‘Ribena’ is the pure undiluted juice of fresh ripe blackcurrants 
tt with sugar, in the form of a delicious syrup. Being freed from al! 
| cellular structure of the fruit, it will not upset the most delicate 


stomach. It is particularly rich in natural vitamin C (not less than 


N i 20 mgm. per fluid ounce) and cssociated factors. 


H. W. Carter & Co. Ltd. Dept 3N , The Royal Forest Factory, Coleford, Gios. 
Etre.—Inquiries shouid be addressed to Proprietaries (Eire), Lid,, 


(BRIBES NIGRA) 


BLACKCURRANT SYRUP 


17/22, Parkgare Street, Dublin. 


New Publications 


Qin. 1115 pp. Illustrated 60s. Post Is. 


| INDUSTRIAL MEDICINE 


Proceedings of the Ninth International Congress, 
London, September 13-17th, 1948 


Contains the Papers read at the Congress by leading 
experts from many lands. This volume should be in 
the hands of all concerned with Industrial Medicine. 


Shin. 120 pp. Illustrated 10s. 6d. Post 5d. 


EPIDEMIOLOGY 
IN COUNTRY PRACTICE 
By William Norman Pickles, M.D. 


A re-issue of the well-known medical classic which 
has been out of print since 1941. 


“The whole book should be read by every country 
doctor."’-—The Lancet. 


JOHN WRIGHT & SONS LTD. 
London - Simpkin Marshall Ltd. 


Practitioners are sometimes in doubt 
whether a preparation may be 
prescribed on Form E.C.10. 


FOR SUCCESSFUL 
BREAST FEEDING 


MAY BE PRESCRIBED 


on Form E.C.I10 
when circumstances justify 


Samples for clinical trial and specially reduced prices 
from Infant Welfare Dept., Lactago! Ltd., Mitcham 
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INTERIOR CLEANING 


Comprox is the modern made-for-all-work detergent—equally efficient in hard or soft 


water —- non-poisonous, non-irritant — safe on fine fabrics and highly glazed surfaces 


— deadly to grease and difficult stains. Public authorities find Comprox gets through 


scores of chores, from furniture and floor cleaning to washing-up and washing clothes. 


They say it’s a great saving when this one detergent does so many jobs so well. 


Comprox users find all floors cleaner, carpets brighter, 
whether hand-done or machined. Cleaners find Comprox 
easy to use and they like its pleasant odour. 


CANTEENS AND RESTAURANTS 


Kitchen staffs say greasy pots rapidly come clean — glasses 
sparkle. Just a little Comprox and hot water! They adi 
Comprox to spread disinfectants further — Comprox keeps 
the whole place clean. 


LAUNDRIES AND PUBLIC BATHS 


Regular users of Comprox find it washes all fabrics quickly, 
safely, thoroughly — specially suitable for woollens, over- 
alls and dungarees. They find it most effective, too, for 
cleaning tiled, enamelled and other surfaces in public 
- baths, lavatories and washrooms, 


GET IN TOUCH TO-DAY with 
IRANO PRODUCTS LIMITED 
at the nearest of these supply centres :— 


BEAUFORT HOUSE, GRAVEL LANE, LONDON, E.I 
$3, BOTHWELL STREET, GLASGOW, C.2 
II, ST. JOHN’S SQUARE, CARDIFF. 
NO. I, THE CRESCENT, SALFORD 5, MANCHESTER. 
They wi'l gladly arranze a FREE TRIAL on request. 


COMPROX is mark td ty 


IRANO PRODUCTS LIMITED, 
which is a wholly-owned su's.d.ary of 
ANGLO-IRANIAN OIL COMPANY, LTD. 
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THE PLACE OF Pex tu5515 V, accine IN ROUTINE PROPHYLAXIS 


Investigations in the Glaxo Laboratories have established criteria for the selection of 


strains of organisms and for methods of growth which result in a pertussis vaccine giving 


highest immunological response... 


A vaccine prepared in accordance with these standards is incorporated in Diphtheria- 


Pertussis Prophylactic Glaxo—a preparation affording the convenience of combining 


pertussis immunisation with routine diphtheria preventive measures. Three injections 


are advised for primary immunisation— 0.5 cc., 0.5 cc. and 1 cc. at 4-weekly intervals. 


For pertussis immunisation alone, Whooping Cough Alum-Precipitated Vaccine Glaxo 


is now widely employed, containing 20,000 million H. pertussis in each cc. 


DIPHTHERIA—PERTUSSIS PROPHYLACTIC Glaxo WHOOPING COUGH (PERTUSSIS) ALUM-PRECIPITATED VACCINE Giax 


2.5 cc. Sec., and 10 cc. rubber-capped bottles 5 ce. and 10 ce. rubber-capped bottles 


Special terms to Welfare Authorities. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


hismet ani 
hala-azar A false premise — that decamethylene 


diguanidine, suggested for the treatment of 
tlie diabetes mellitus, would sufficiently interfere 
i — with the glucose metabolism of trypanosomes 
; in the blood to cause their death and the cure of 
the host — led to the remarkable discovery that 
certain diamidines, more than any other known com- 
pounds, are directly lethal, in vitro and in vivo, to certain 
trypanosomes and to the Leishmann-Donovan parasite. 
From this point scientific method, with the research facilities of May & Baker Ltd. at its 
disposal, brought the investigations to a triumphant conclusion. 
The Lancet, in its issue of 24/2/40 commented : * The way in which the resources 
of the medical schools, the Medical Research Council and chemical industry have all been 
utilized in these investigations augurs well for the future development of chemotherapy 
in this country.’ 
Pentamidine-M&B is now in wide use for the prevention and early treat- 
ment of trypanosomiasis and the treatment of kala-azar. 


M&B Medica! Products are MAY & BAKER LTD 


YUMA stributors YA Uy 
PH. ARM. AC E EUTIC AL SPECIALITIES eee & BAKER) LTD. DAGENH AM 
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EDITORIAL 
The Chief Medical Officer 


Sir Wilson Jameson, whose retirement from his office at the 
Ministries of Health and Education on reaching the age limit 
in May next was recently announced, will be adjudged, we 
believe, by social historians as one of the most influential 
chief medical officers in that distinguished line. Certainly 
none of his predecessors has had a more exacting or revolu- 
tionary period of office, for Sir Wilson’s has included the 
major part of the second world war and the inauguration of 
the National Health Service, the one an event calling for skilled 
maintenance of health in a people under the full strain of war 
effort and the other for much medical statesmanship in easing 
a highly individualistic profession into a national organised 
service. ‘That he has accomplished both these tasks is a tribute 
both to his personal qualities and to his training, first, as a 
borough medical officer of health, where he gained the balance 
of the non-party administrator serving different political 
masters, and then, as professor and teacher at the London 
School of Hygiene and Tropical Medicine, achieving the 
philosophic calm of the academic world. Most of all, we 
should like to recall Sir Wilson’s approachability and the way 
in which he has continued to sit with his former colleagues 
in the Council of the Society, to the great mutual advantage, 
we believe, of both parties. It is to be hoped that the Society 
will find some special way of marking Sir Wilson’s retirement. 

His successor, Dr. J. A. Charles, is equally well known to 
the public health service and to the Society, to which he has 
given so much of his time and effort in the past as honorary 
secretary of the Northern Branch and as Chairman of the 
General Purposes Committee of the Council. He has helped 
Sir Wilson to bear the weight of the difficult preparatory stage 
of the National Health Service, not always an easy task when it 
involved putting the Ministry’s point of view to sometimes 
disappointed or puzzled former colleagues in the local govern- 
ment service. His appointment continues the healthy precedent 
of having a chief medical officer who has served in the local 
administration of preventive medicine. He will have the best 
wishes of the public health service with him when he takes up 
the chief post in May. 

Lastly, Dr. G. E. Godber, who will become deputy chief 
medical officer, is another faithful member of our Society and 
has been prominent in recent administrative discussions between 
the Ministry and public health service, apart from his well 
remembered attendances at Branch meetings in former years. 
To him also we extend hearty congratulations. 


School Health 
The report of the Chief Medical Officer of the Ministry of 


Education, recently issued,* covers two years instead of one, 
as before the war. We hope that conditions will permit, hence- 
forward, a return to an annual report, for this particular publi- 
cation has always emphasised the local work in its comments 
and has given encouragement to many school medical officers 
to develop individual ideas and lines of research. Sir Wilson 
Jameson, in his introduction, reminds us that the school 
medical (now health) service completed its first 40 years on 
December 31st, 1947, and quotes Sir George Newman's state- 
ment of its aims in his first report on the work of 1907. How 
great has been the effect of this service in the interval and how 
much it is to be hoped that, with the fresh inspiration given 
by the Act of 1944, the service will continue to contribute 
to the health of each generation ! 

Nutrition again has pride of place in the chapters that follow. 
The history of the system initiated in 1934 is recalled, as is 
the post-war change to an assessment of “ general condition ’ 
instead of “ nutrition,” which was introduced with the new 
standard record card in March, 1947, with three categories 
instead of four. This change, though generally acknowledged 
as a sound one, makes comparisons of the assessments of 1946 
and 1947 difficult. ‘The hope is expressed that, as medical 
officers settle down to the new method, the figures for 1948 
and thereafter will provide significant data. The evidence of 
the years under review indicates, however, that there has been 
no deterioration, although the view of the late Dr. Forrest, 
of Barrow, is quoted that increased susceptibility to infection 
and minor ailments may be the precursor of defective nutri- 
tion and that the quality as well as quantity of diet needs more 
attention. London and Liverpool records of heights and weights 
are quoted, and there are some interesting facts about the 
growth of the school meals and milk services. 

Chapter II reviews post-war developments in physical 
education, which is playing an increasing part in preventive 
correction of minor postural defects (including the feet) as well 
as remedial treatment. Chapter III deals with the under fives, 
and reports that at January, 1948, there were 21,000 such 
children in 421 nursery schools, 71,000 in 2,459 nursery classes, 
and 179,000 in primary schools or departments. ‘This increase 
in the school health service’s care of the under five population 
has been one of the most significant recent developments. 


*“ The Health of the School Child.”” Report of the C.M.O. 
Ministry of Education, for the years 1946 and 1947. (Pp. 151. 
Price 3s. net.) London: H.M. Stationery Office, 1949. 
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The Ministry decidedly prefers small nursery schools accom- 
modating 40 children which can provide some of the quali- 
ties of a good home, ‘“ where children can find interest and 
security, and where there are opportunities for caring for the 
children as individuals.” The Salford experiment in open- 
air clothing is specially mentioned. 

The staffing of the School Health Service, reported in 
Chapter IV, shows an increase in medical staff from the equiva- 
lent of 708 whole-time officers in 1946 to that of 832 in 1947 
(729 in 1938); the 1947 figure means one M.O. for every 
6,051 children on the registers. School nursing woman-power 
gave the equivalent of 2,219 whole-time in 1946 and 2,297 in 
1947, plus the part-time service of 1,584 and 1,426 district 
nurses, mainly in rural districts. The number of periodic 
medical inspections was over 1,600,000, or 33°% of the school 
population in each year ; special inspections and re-inspections 
numbered about 2,650 000 in each year. The C.M.O., there- 
fore, reckons that more than half the school population were 
medically inspected in each year. The table of defects and 
diseases found to require treatment in 1947 shows some appar- 
ently large reductions from the last comparable figures of 
1938; for instance, declines in skin conditions (from 249,504 
to 156,544), in vision defect from 154,934 to 129,852, in otitis 
media from 32,375 to 17,969 and in nose and throat defects 
from 183,940 to 151,013, but the C.M.O. points out that 
periodic inspections, except for entrants, were of older children 
—10- and 13-year-olds instead of 8s and 12s. The decline 
in nose and throat defects, he adds, may be due to a more con- 
servative attitude regarding active treatment of tonsils and 
adenoids, a trend which Dr. Alison Glover, whose retirement 
draws a special tribute in the report, should note with approval. 
Skin conditions show some rather unexpected contrasts between 
1938 and 1947; scabies gave 38,577 cases in 1947 (37,257 in 
1938) and ringworm of the scalp 5,454 (3,344 in 1938). Infes- 
tation is still a major problem—486,640 in 1946 and 471,342 
in 1947—figures which the C.M.O. calls ‘ profoundly disap- 
pointing.”’ He considers that bad housing, shortage of washing 
materials and employment of mothers are factors still operating 
to maintain a high rate. 

Attention is drawn to the linking of the School Health 
Service with Departments of Child Health and the inter- 
change of duties between hospital specialists and school medical 
officers, with reference to the Birmingham, Kent and West 
Riding arrangements. The refresher courses organised by the 
School Health Service and Dental Officers’ Groups of the 
Society are given special mention. 

Chapter V, ‘‘ Medical and Surgical 'T'reatment,’’ quotes the 
Nottingham arrangements as a good example of what should 
be agreed between hospitals and school health service, and 
Sheffield is also mentioned in connection with good co-opera- 
tion. The asthma clinics organised in South Shields and 
Southampton are also quoted in a reference to this difficult 
problem ; and, under ‘‘ Chiropody,” there is a suggestion that 
plantar warts are on the increase and need watching for. 

Unfortunately, the chapter on the School Dental Service, 
whilst it gives an interesting indication of the Ministry's long- 
term policy, cannot deal with the current deplorable situation 
in which this most valuable preventive service has been crippled 
by the effects of the National Health Service Act. We can 
only hope that the devoted band of school dentists who have 
loyally stood by their work for school children in the hope 
of better material conditions will soon be reassured and their 
numbers be added to. It is all the more regrettable that the 
useful information about incidence of post-war caries collected 
in the years under review by a number of senior dental officers 
and tabulated in the report should be interrupted by the 
present crisis. 

Chapter VII, ‘‘ School Medical Records,” contains a passage 
on the meaning of the term “ confidential,’”” which we will 
make the subject of a separate comment in due course, since 
this question has become a major one in the relations between 
school medical officers on the one hand and directors of educa- 
tion and general practitioners on the other. 

The remainder of this report has a series of most interesting 
chapters on the various forms of handicapping—epilepsy, 
cerebral palsy, educational subnormality, partial sight and 
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prolonged hospitalisation—in which the School Health Service 
has a special responsibility. Space does not permit discussion 
of these chapters, but we commend them for study. The 
whole report leaves the impression that the School Health 
Service still gives opportunities for truly preventive medicine 
and for original field research and that the Ministry’s staff 
are particularly alive and helpful in their connection with 
local efforts. 


The Provision of Safe Milk of High Quality 


This is the title of the report of a joint committee of the 
British Medical Association and the National Veterinary 
Medical Association which has been approved by the Councils 
of the two Associations, and which, we hope, will be published 
shortly. It gives a very clear account of the new set-up for 
dealing with milk supervision and control as a result of the 
recent spate of Acts and Regulations. For those who have 
not had time to study the new changes, it will be found a 
helpful and valuable document. It discusses some of the 
problems of milk production and mentions, but not in detail, 
the major diseases in dairy cattle. 

For a great many years milk has been subjected to a compli- 
cated system of control. Instead of a reduction there has been 
an intensification of controlling bodies. ‘Those now taking a 
hand are the three Ministries of Agriculture and Fisheries, 
Health and Food, the Milk Marketing Board, County Agri- 
cultural Executive Committees, County Councils and County 
Borough Councils and Local Sanitary Authorities. 

The joint committee ask two pertinent questions: Will 
the new machinery prove more efficient and not unduly wasteful 
in the use of man power? Will there be a full measure of co- 
operation between the numerous bodies concerned ? They do 
not answer these questions but, reading the whole document, 
it is clear that their doubts loom large. Elsewhere they point 
out, when discussing the central taking over of all milk pro- 
duction by the Minister of Agriculture, that centralisation for 
the purpose of securing greater uniformity is followed imme- 
diately by decentralisation in the creation of county executive 
and advisory committees, and add, ‘as officers whose task 
it will be to satisfy these county committees and the farming 
community are not required to have a recognised technical 
qualification, it seems impossible that an improvement in 
uniformity may be attained at the cost of reduced standards 
of efficiency.”’ ‘The share of the Ministry of Health is reduced 
to the role of a very junior partner, and this the committee 
regret. Indeed, they recommend that ‘the Ministry of 
Health, in co-ordination with the other Departments con- 
cerned, should exercise an active responsibility for the efficient 
organisation of sampling and testing to ensure the safety of 
milk during all stages of production and distribution before 
reaching the consumers.” 

The committee point out that the veterinary staff of the 
Ministry of Agriculture are responsible for all matters directly 
affecting the health of cattle, but not for environmental matters 
such as housing and clean milk production. ‘They evidently 
fear that the latter matter will be neglected, and add: ‘‘ The 
committee cannot emphasise too strongly the advantages which 
would accrue if it could be ensured that by common practice 
the veterinary officers and staffs of the public health depart- 
ments were included in any new administrative plan and their 
special knowledge and experience used for the general good.” 

The committee make many recommendations, some of which 
are summarised below :— 

The “attested herds scheme ’’ should be extended as 
rapidly as possible. ‘To accelerate its progress, the tuber- 
culosis test should be more widely applied as a survey 
measure. 

On the “reactor”? problem they agree that general 
slaughter is impracticable under present conditions, that 
the question of branding reactors should be further ex- 
plored (we must comment that the exploration has already 
lasted more than 12 years), and also their segregation, but 
that in any case intermediate steps should be taken to 
ensure that all milk from reactors is pasteurised and that 
no reactors should be admitted to herds from which the 
milk is not heat-treated prior to consumption. 
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All milk should be from tubercle-free cows and should 
be pasteurised. In the meantime, the numbers wf desig- 
nated milks should be reduced to two, i.e., Tuberculin 
Tested and Pasteurised. The designation “accredited ” 
should be abandoned forthwith and sterilised milk only 
recognised as a temporary measure. 

They agree that the supervision of all pasteurisation 
plant should be the duty of the appropriate Food and 
Drugs authority. 

The provision of an adequate and pure water supply 
for all sections of the dairy industry is essential and there 
should be the fullest co-operation between all concerned. 

They comment on the present lack of choice for dis- 
tributors and consumers and think this free choice should 
be restored. A valuable point is made that bovine tuber- 
culosis infections are now especially found in humans in 
small towns and villages with their absence of commercial 
pasteurisation, while at the same time these will be late 
to be scheduled as pasteurisation areas. The committee 
is properly and seriously concerned as to the provisions 
of a safe milk supply for these areas. They add that every 


effort should be made to increase milk production and 
ensure the availability of plant for pasteurising and cooling 


milk. 

These are all valuable recommendations, and the report will 
help to focus medical and veterinary opinion. Some of it has, 
however, an air of unreality, for the new Act is passed, the 
various regulations are made and issued and, with all this new 
material to operate, co-ordinate and (some of it) to regret, 
the chances of variations in the complicated pattern of milk 
control must recede into the considerable future. 


The Vole Bacillus 


The Institute of Animal Pathology (Cambridge) have pub- 
lished a report in the March issue of The Journal of Hygiene 
(1949, 47, 1, 77) of a study of vaccination against tuberculosis 
in animals using the vole acid-fast bacillus. ‘‘ A single intra- 
venous inoculation,” the report says, ‘ of 5 mg. of vole bacilli 
can raise the resistance of cattle to infection from bovine 
bacillus to a high degree, this resistance being evidenced by a 
complete absence of infection or by a marked diminution in 
the severity of lesions following exposure to artificial or natural 
infection.”” The resistance takes some time to develop (six to 18 
months) and dies away slowly ; it depends upon the virulence 
of the vaccinating strain of vole bacillus to its natural host, 
and hence the bacillus must be repeatedly passed through the 
native host to maintain its efficacy as a vaccinating agent. In 
the excitement of bacillus Calmette-Guérin we are apt to 
forget the vole bacillus, and this report serves to remind us 
that it still has great possibilities in the field of tuberculosis 
prevention. 


Whitley Machinery 


The New Year may soon, we hope, be brightened for the 
Public Health Service by the definite news that the long- 
discussed Whitley Medical Functional Council has at last held 
a meeting and that the Public Health Services Committee of it 
has at least begun negotiations. The B.M.A.’s nominations of 
the Staff side for each section of the profession have been sub- 
mitted and we understand that the proposed constitution is 
likely to be acceptable. Likewise on the dental side, the British 
Dental Association—now representing all elements in the pro- 
fession—has accepted the Whitley principle subject to certain 
safeguards which should present no insuperable difficulties. 


Ordinary Meetings, February 16th 


An Ordinary Meeting of the Society will be held at B.M.A. 
House on Thursday, February 16th, 1950, at 5.30 p.m. (the 
evening preceding the next meeting of Council). It is hoped to 
arrange a discussion on “ Salmonella Infections in Humans and 
Animals,” to be opened by Dr. Joan Taylor, of the Central Pub- 
lic Health Laboratory, Colindale, and that there will be 
a large attendance of members to join in the discussion on this 
highly topical subject. 


MEDICAL ADMINISTRATION * 


By JoHN YULE, M.D., D.P.H., 
Medical Officer of Health, County Borough of Stockport 


Introduction 


I make no apologies for taking ‘‘ Medical Administration ”’ 
as the theme of this address. It is a subject over which, and 
on which, there has been a good deal of correspondence in 
the medical and lay Press over the last few years, and more 
particularly since the introduction of the National Health 
Service Act, 1946. 

The new Act has now been in operation for just over a year 
and our early experience indicates the importance of this 
subject in the efficient administration of the new service and the 
shaping of its ultimate form by members of the medical pro- 
fession. 

We are all aware of the important part played by the Secre- 
tary of the British Medical Association and his staff in in- 
fluencing the conditions of service and the representation of the 
profession on the various committees administering the new 
Act. 

The position of the Chief Medical Officers to the Ministry 
of Health, Ministry of National Insurance, the Home Office 
and other central government departments in relationship to 
the lay administrators is well known, but no one can doubt 
that many of the branches of these new trees of social legislation 
have been grafted by medical administrators. 

It was regarded as a great advance by the profession when 
it became known that the senior administrative officers to 
Regional Hospital Boards would be medical men. 

Although the posts of executive officers to Management 
Committees were open to medical men, the salaries were 
obviously fixed at a level to make them unattractive to medical 
men experienced in hospital administration. In this connec- 
tion one should note how Scotland has solved this problem 
and evaded the pitfall by placing larger groups of hospitals 
under a medical administrator. 

This decision has obviously been arrived at as a result of 
past experience, for we find that before the passing of the Act 
the larger voluntary hospitals in Edinburgh, Glasgow and 
Aberdeen, all had medical superintendents. Native shrewd- 
ness obviously dictated that what had been evolved as the 
result of long experience should not lightly be discarded for 
some preconceived academic conception. Moreover, the 
success of medical administration is apparent in the fighting 
services, both on the curative and preventive side. The 
medical branches of all three services did a magnificent job of 
work between 1939 and 1945. The superintendents of military 
hospitals are medical men and no one can question that these 
hospitals have been efficiently run. 


The Present 


(a) Administration—Mental Hospitals and Sanatoria 


Probably the best example of efficient medical administra- 
tion is seen in our large mental hospitals. Many of these 
hospitals are units of over 2,000 beds. The patients and staff 
live largely as an enclosed community and the medical super- 
intendent has acted largely as a supervisory father to the unit, 
solving the many and complex medical, social and legal problems 
involved. We are aware that these problems are in many cases 
closely inter-related. It is now suggested that the position of 
medical superintendent should be abolished, that a lay adminis- 
trative officer should be appointed and that the medical super- 
intendent should devote the whole of his time to psychiatry. 

No one can doubt that the administrative problems involved 
in running a small or even a large voluntary hospital (as wé 
understood it) are in many respects quite different from those 
of administering a large mental hospital or sanatorium. 

A similar situation arises in the administration of the larger 
sanatoria. These are, in the main, isolated, self-contained 
settlements. The medical superintendent has governed the 
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village with a benign hand and solved many of the social 
problems involved, only because he had complete understanding 
of the medical condition of the patients and had gained their 
good will and confidence through his medical skill. 

It is a sad thought, that, without trial, and so that the 
administrative machine may be tidy and uniform in its national 
application, these posts are to be done away with and the 
medical superintendent, as an all-purpose physician, is to 
revert to the position of consultant chest physician. 


(b) Administration—General Hospitals 


Medical and lay administration ought not to be in conflict 
with each other; they are complementary and both are 
necessary. A hospital, for example, is primarily an institution 
devoted to the care of the sick, and its object is to restore them 
to health. The work of the medical administrator is to co- 
ordinate the services of a group of highly specialised medical 
scientists and other experts whose function coincides with 
that of the institution as a whole. This demands an appre- 
ciation of the needs of such a service which can best be achieved 
by a man with basic medical training. It is true that medical 
men tend to be highly individualistic, in their outlook. There 
is no reason to suspect that this is a congenital defect ; it is 
probably due in part to faults in the medical curriculum, and 
partly to the well known “ isolation” in which many general 
practitioners worked. It is hoped and intended that in future 
there will be more team work both in general practice and in 
hospital practice, but co-ordination is essential. 

The hospital is, in addition, a business organisation. Its 
daily task in the modern community presents innumerable 
problems requiring business management, such as personnel 
supervision, maintenance of equipment and apparatus, pur- 
chasing, catering, food service, domestic work, finance, and 
public relations. These problems offer abundant scope for the 
lay administrator. There is constant need, for example, for 
skilled internal control of the hospital’s activities through an 
efficient accounting system, including costing and adminis- 
trative records. Quite apart from the professional staff, every 
sizable hospital has an army of technical and domestic workers, 
and all the organisation of a large hotel. Wage policies have 
to be decided ; food has to be cooked and served to the satis- 
faction of residents and guests (many of the latter being in- 
voluntarily much more difficult about their diet than the aver- 
age hotel guest); and non-professional ‘“‘ bedroom service ” 
has to be given to an extent far greater than in the most 
luxurious hotel. It is a fantastic anomaly that routine service 
of a domestic kind should have devolved upon trained nurses 
or even nurses in training. It would be equally wrong for 
day-to-day catering, purchasing, accountancy and general 
management to be undertaken by a medical man. On the 
other hand, hygiene in its broadest sense—the health of the 
hospital and its inmates—is clearly a medical function and 
should not be delegated to the layman. This includes medical 
equipment and services, the organisation of professional staff 
for team work, and of the various departments in which they 
work, the devotion of the hospital to its primary function of 
making the sick whole and of bringing comfort to those who 
are anxious and distressed, whether they be patients or their 
relatives. It includes the continuous supervision of the wards, 
the special departments, and even more particularly, the out- 
patient services as places where people are made welcome and 
comfortable. The function of the medical administrator is to 
adapt the hospital to the needs of the sick and not the sick to 
the traditions of the hospital. 


(c) Medical Administration as a Career 


It is surprising that medical administration should be 
regarded by many within, and without, the profession as not 
being a fit subject for the medical man. Some would have 
the cobbler stick to his last and make the bedside practice of 
clinical medicine the only branch of medicine worthy of our 
talents. 

If we look at the other professions we see clearly the road 
we should follow. The Vice-Chancellors of many of our 
Universities are medical men who have graduated through 
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teaching appointments to these high administrative duties. 
In the church, the control of a large diocese has been regarded 
as a suitable administrative post not beneath the dignity of 
the Bishop, with his wide knowledge of theology. The adminis- 
trative head of most of the Oxford and Cambridge Colleges 
is a natural aspiration for the Don. In the teaching profession 
the head-masterships of practically all our great schools, with 
their great administrative responsibility and influence on 
educational development, has been reached by graduation 
through the art of teaching. The lawyer in the administrative 
field has largely made the world his oyster. In industry the 
administrative heads have largely started as technicians and 
reached these important administrative posts through the hard 
road of experience in the industry which they now administer. 
This being so, it is important that we should recognise and 
support the point of view that the medical service should be 
administered by medical men. 

Recently one has heard a good deal of the point of view that 
medical skill and knowledge is wasted on administration. 
That hospitals, for example, should be governed by laymen, 
and that the medical men should become merely expert tech- 
nicians ; that the post of medical officer of health should be 
called Director of Public Health Services, and be given to 
non-medical men, thus releasing more medical men to follow 
medicine. 

It has been stated that administration should be in the hands 
of the layman as representing the public. This is futile and 
fatuous argument, but dangerous, because it appeals to a 
certain type of mind. It reminds one of the American system 
of running towns by a town boss with a group of local legal, 
financial, engineering and medical experts around him. It has 
a certain appeal to the bureaucratic type of mind. 

Clinical freedom to practice our art as a team within a 
national scheme is most likely to be safeguarded where we 
administer our own affairs. Within such a national framework 
we can still remain, if not masters of our fate, yet captains of 
our souls. 

It is useless and indeed dangerous in this work-a-day world 
to take the line that we should remain solely medical advisors. 
Each one of us must be fully aware and admit that even under 
the most democratic system, as medical administrators we 
have in no small measure influenced not only medical policy 
but, throughout, have had the welfare and good name of our 
profession and our professional colleagues very much in the 
forefront of our minds in influencing the decisions of our 
committees on a multitude of matters over many years. 


(d) Medical Administration During the Transitional Period 


It is interesting to note how, in what may be regarded as 
the transitional period, our services are utilised on all forms of 


committees : Hospital Management Committees, Executive 
Councils, Advisory Panels, Liaison Committees, Medical 
Advisory Committees, Obstetrical Committees, Local Medical 
Committees, etc., but not on Regional Boards. In all of these 
our past experience is being utilised to commit a gentle form 
of euthanasia, but it is in effect hari-kari; not only so far as 
we are concerned but also the profession as a whole. The 
process is insidious and may suit certain branches of the pro- 
fession at the present time, but its ultimate consequences will 
only become apparent in one or two generations. The ultimate 
shape and destiny of our profession has passed to other hands. 


The Future 


(a) Recruitment 


If we accept the premise that the medical administrator is 
necessary in shaping and guiding the future form of the medical 
service in this country, both centrally and locally, and that the 
ultimate and best interests of the profession will be most 
surely and jealously safeguarded if we decide to administer our 
own affairs, then we must consider how and where medical 
administrators of the future are to receive their specialised 
academic and practical training. It is significant to note the 
large number of medical officers of health, and Ministry of 
Health medical officers who have become senior administrative 
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officers to the Regiorial Hospital Boards. It is doubtful, how- 
ever, since hospital administration has now been ‘removed from 
the field of local government, whether the future recruitment 
for these administrative positions will take place from the 
medical officers of health of the future. 

Medical administration extends into many fields, including 
institutions for the sick, the public health services, the growing 
social services and the organisation of the medical profession 
itself under the new National Health Service Act. Some of 
these divisions obviously require special practical training and 
experience which no academic course can provide, and this 
reservation is equally true of training for any profession. It 
follows that a considerable part of the training course must be 
of the nature of a practical apprenticeship. ‘There are certain 
basic principles, however, and certain essential subjects of 
study which can with advantage be expounded by the academic 
teacher. These are common ground for post-graduate students 
in public health, industrial medicine, and institutional adminis- 
tration, whether the student intends to make his career at 
home or abroad, in an institution or in the field. ‘They should 
be the foundations upon which the graduate student can build 
his experience in any department of administration. 

Administrative ability may be a quality of mind which is 
inherent, but it must be developed by training and practical 
experience. No two organisations are identical, and even 
where they are closely similar, each has generally an adminis- 
trative tradition of its own, and the human relationships are 
infinitely varied. Medical administration, like medicine 
itself, must have a humanistic as well as a scientific approach. 
Moreover, the experience of one type of institution is of only 
limited value when a man is transferred to another, and even 
the most experienced administrator must tread warily in a new 
post. It follows that what the student should be taught is not so 
much a system as a series of principles. In the end his success 
as an administrator will depend on his personal qualities and 
his wisdom, but the teacher can smooth his path at the begin- 
ning, spare him some of the mistakes and embarrassments by 
which many have had to learn and give him a background of 
sound knowledge of method, and of the structure of the health 
service in this country. 

When we come to consider where the medical administrator 
of the future will receive his practical training, there is indeed 
reason for grave concern. Most of us have graduated through 
hospital posts of various kinds to assistantships in the specialised 
branches of public health, such as the tuberculosis service, the 
school health service, the port health service and the maternity 
and child welfare service, until we have reached our present 
administrative positions. ‘This may have been a somewhat 
topsy-turvy, evolutionary process, but at least we gained con- 
siderable and varied experience in the multifarious branches of 
public health and we have been tried and not found wanting 
by the elected representatives of the people. 

In the rapidly changing world of social legislation we were 
capable of quick adaptation to new situations, and although the 
introduction of the Local Government Act of 1929 and the 
outbreak of war in 1939 had given us but ten short years, with 
a financial blizzard interposed, the public health services of 
this country, and in particular the hospital beds administered 
by local authorities, made a major contribution during our six 
years of war. 

Facing the new and almost revolutionary situation, so far as 
teaching and training in public health is concerned, it is im- 
portant that we consider whether or not the present diploma 
in public health is the most appropriate academic training for 
a career in public health, and even if the financial rewards of 
the future be greater than they have been in the past, whether 
the fragments that remain will attract men of sufficient calibre 
to become future Chadwicks or Newsholmes. The challenge 
is here and it must be met ; we must have a spring cleaning of 
our household and a replanning and remodelling of our 
system of academic training to meet the new challenge which 
lies ahead. 

Prof. J. M. Mackintosh, in his admirable paper (‘‘ Medical 
Administration as a Career,” The Lancet, May 25th, 1946) 
indicates clearly the line this new academic training ought to 
follow. 
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The small number of students taking the Diploma in Public 
Health at the present:time is an indication of how the rising 
generation of medical men and women view the future prospects 
as providing a career which will satisfy their natural aspirations. 
It is not sufficient to say we shall return to the public health 
conception of the 1870s, dealing with drains and smells. No 
war has yet been successfully waged by weapons used in any 
previous war. Lip service has been paid to the remodelling 
of the course for the Diploma in Public Health, but no major 
alteration has taken place during the last 3 years. One admits 
the varied requirements of the fighting and colonial services 
and infinite variations under differing conditions compared 
with the requirements for a career in public health in this 
country. It appears that although there are certain basic 
essentials more elasticity and scope should be left to the student 
for optional choice in taking special subjects suitable and useful 
for his future career. The man working on the West African 
coast may require to be his own bacteriologist, but few, if any 
of us, would claim to be capable of carrying out bacteriological 
examinations of water samples. On the other hand, the domi- 
ciliary mental health service is part of our new duties, and most 
of us would be glad to have a more comprehensive knowledge 
of this new branch of medicine which has been thrust upon 
us. These are but a few examples to illustrate the necessity 
for a review and adaptation of the academic training. 

In the practice of preventive medicine, it is important that 
we should sit back for a moment and define clearly in our own 
minds the scope and extent of the duties which still remain 
with us and those which have been added by the National 
Health Service Act, 1946. Such a catalogue would naturally 
include statistics, health education, environmental hygiene, 
housing and slum clearance, inspection and supervision of 
food, maternity and child welfare, ambulance service, mental 
health service and the provision of health centres. It is doubtful 
whether the School Health Service, as we know it to-day, can 
co-exist for long with the National Health Service, unless there 
be a change of mind in the highest quarters. That is, broadly 
speaking, the range and scope of the work to be carried out by 
local health authorities in this country. It is a matter of con- 
jecture, and indeed one of serious doubt, whether or not such 
a field will prove sufficiently attractive to the ablest and most 
forward-looking minds in the next generation of medical 
students. If this be so, the outlook for preventive medicine 
in this country is not rosy. If we are to survive and progress, 
it is important that we should examine and define for ourselves 
the road we wish to follow and how the younger generation 
can be trained and prepared to carry on the great work of pre- 
ventive medicine. It is certain that what has been accomplished 
in the past is the greatest justification for our survival, and our 
survival can only be assured if we are recognised by our col- 
leagues in medicine as being worthy of specialist status and 
given appropriate financial recognition. 


(b) Co-ordination 

What, then, is to be our position in the future, in the new 
welfare State which has been created by the recent flood of 
social legislation ? Most local authorities, as the result of the 
Curtis Report and the Children Act, have set up a self-contained 
children’s department under a children’s officer, with central 
direction from the Home Office. The work formerly done, 
partly by the Education Department and partly by the Health 
Department, is now concentrated in one department, under an 
independent officer. ‘This new creation has led to further 
administrative costs and may mean that the one household is 
visited by the welfare officer from the Children’s Department, 
by the Education Department, and by the Health Department, 
over one and the same case. Again, under the National Assist- 
ance Act, a large number of authorities, including my own, 
have set up independent welfare departments, primarily for 
the care of aged and handicapped persons. 

Handicapped persons, more particularly the blind and the 
deaf, are essentially a medico-social problem, and are, in effect, 
an expansion of the work of the handicapped persons, under 
the Education Act. Experience in the administration of both 
the Children Act and the National Assistance Act is making 
abundantly clear the necessity for medical advice in arriving 
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at the correct decision in many of these cases. The Ministry 
of Health in a recent circular has indicated the necessity for the 
help and advice of the medical administrator in the running 
of the children’s homes. A similar situation has arisen in con- 
nection with the conduct of the homes for aged people. 

A number of authorities have perceived the importance of 
co-ordinating social welfare of all kinds under one administra- 
tive head, e.g., Lancashire County Council and Preston County 
Borough. These forward-looking authorities have, I think, 
indicated the line we ought to follow in our future evolution. 
It appears that the post of medical officer of health will in future 
become that of local director of social and preventive medicine. 
This is not only a new name for an old function but an 
adaptation of our departments to cope with new social legisla- 
tion. There is a tendency to take too narrow a conception of 
our duties. Over-departmentalisation is not only wasteful 
and less efficient but leads to an increase in the number of 
official visits to the homes of the people over social problems 
much akin in character. The family is the unit of social medi- 
cine, and we must organise to deal with it as such ; in other 
words, we should become co-ordinators and educators in social 
and preventive medicine. 

Most competent observers seem to be agreed that there 
has been an over-emphasis on hospital treatment in the National 
Health Service Act, 1946. There is almost a vested interest in 
the expansion and development} of the provision of beds for 
curative medicine to the exclusion of the preventive approach 
in the solution of our difficulties. It may be that the balance 
will be more equally held when health centres have been 
developed. 

With the ever-increasing ageing of our population, the 
advancing of the school-leaving age, and the heavy demands of 
industry, it is not surprising that considerable difficulty is being 
experienced in finding adequate nursing staff for our hospitals 
and institutions, more particularly our mental hospitals and 
sanatoria. It is certain that serious consideration will have to 
be given to this problem. 

Fertility of mind and conception in expanding and develop- 
ing each branch of medicine is not enough. We must have 
regard to the economic state of the nation and its ability to 
provide the man-power and the woman-power to man these 
services and still hold our place in a highly competitive, 
economic world. 


Conclusion 

In brief, we have to look to preventive medicine to provide 
an answer, not only to our medical problems but to our 
economic problems. It is important that this broad concep- 
tion should be kept in mind if we are to develop and progress 
as a nation and attain our optimum effectiveness through health 
and happiness. 


Services Hygiene Group. The Annual Dinner of the Group will 
be held on Friday, January 27th, at Stewart’s Quadrant Restaurant, 
74, Regent Street, W.1, at 7 for 7.30 p.m. ‘Fickets, price I4s., can 
be obtained from the Hon. Secretary (Dr. G. M. Frizelle, London 
School of Hygiene and Tropical Medicine, Keppel Street, London, 
W.C.1). The President (Air-Commodore Kilpatrick) extends a cordial 
invitation to all hygiene officers, past or present, whether members 
or not. Dress: dinner jacket with decorations. 


Dr. Mearns Fraser—An Apology.—By a clerical error, which passed 
unnoticed at the time, the name of Dr. A. Mearns Fraser (formerly 
M.O.H., Portsmouth C.B.) appeared in the list of members of the 
Society who had died during the session 1948-49. (See Annual 
Report of the Council, Public Health, November, 1949, p. 25.) We 
are glad to say that Dr. Fraser, who is in his 80's, is still very much 
alive and able to enjoy a round of golf. We tender him our humble 
apologies as we do to his many friends to whom this error must 
have caused distress. 


Prof. Andrew Topping, M.D., F.R.c.P., at present professor of social 
and preventive medicine at Manchester University, has been 
appointed Dean of the London School of Hygiene and Tropical 
Medicine and will take up duty next month. Prof. J. M. 
Mackintosh will continue his teaching work at the School as professor 
of public health in the University of London. 
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SOME ASPECTS OF INTEGRATION OF THE 
HEALTH SERVICES * 
By G. HAMILTON HOoGBEN, M.R.C.S., L.R.C.P., D.P.H., 


Medical Officer of Health, Boroughs of Hornsey and Tottenham ; 
Divisional Medical Officer, Middlesex 


Uppermost in the thoughts of medical officers of health to- 
day is consideration of the future prospects, if any, of a 
whole-time public health service under local government. 
Twelve months’ working of the National Health Service has 
given no fresh impetus to the “ health ’’ achievements of the 
past. In many cases there has been a progressive deteriora- 
tion in the means for maintenance at a high level of those ser- 
vices whickralready existed and were built up under permissive 
legislation. Substitution of the preventive for the purely 
curative outlook is to be seen in the too early passing over to 
hospital board and executive council administrations, functions 
for which local government was charged, little more than a 
year ago, with responsibility for continuance and expansion. 
That integration is implicit in the Act must be accepted ; but 
if the ideals of preventive medicine are not to be irretrievably 
lost, a merger with the curative services can only be accom- 
plished after a lengthy transitional stage during which a re- 
orientation of medical training is contemplated. 


Undergraduate Training in Preventive Medicine 


An encouraging sign is what has been done since July 
of last year in the training of medical students. The 
Goodenough Committee’s Report and that of the Royal College 
of Physicians on Social and Preventive Medicine recom- 
mended that greater recognition should be given to the import- 
ance of the promotion of health and the prevention of disease. 
This is being increasingly implemented and courses in public 
health have been extended in some medical schools to cover 
the whole clinical period of the students’ training ; and, in 
one instance at least, also during the pre-clinical term. Special 
lectures have been introduced, and where appropriate demon- 
stration visits, in biostatistics, mental health, occupational 
health and the care of the aged. The setting up of student 
health services, and in some instances a student “ health 
centre,’ not only provide a better type of health super- 
vision for the student but serve in the training of those who 
may in the future work in the health centres provided for the 
public. It is further recommended that the almoner, psychia- 
tric social worker and health visitor, as well as the public health 
medical officer, should, wherever possible, take an active part 
in undergraduate training. Measures of this kind, together 
with the growing activities of social medicine departments, 
will go far to help the early development of an interest in the 
communal aspects of medical and health care. 


Post-graduate Integration with Public Health 


In the regional child health organisations, now being set up 
by hospital boards, it is understood there will be more 
generally than in the past a two-way system linking the staffs 
of teaching hospitals with those working in close proximity to 


the homes of the public. In its early stage of development this is 
already working effectively in my own area, as in other towns, 
and undoubtedly secures a better integration of the preventive 
and curative aspects of child health. Regional paediatricians 
must more generally act as consultants also to the local health 
authority ; and become better informed of the various activities 
of the local authority’s child welfare and school health services 
by visiting, from time to time, the local welfare centres and 
special schools. Hospital registrars in the paediatric depart- 
ment, after working for a period with the appropriate medical 
officers of the local health authority, are already in some in- 
stances undertaking sessional work in the preventive services. 
Local health departments have much to offer to the training 
of the post-graduate. Here experience may be gained of infant 
welfare, toddlers’ clinics, routine medical inspection in nursery, 

* Presidential Address to the Home Counties Branch, Society 
of Medical Officers of Health, London, October l4th, 1949. 
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primary and secondary schools, the assessment and manage- 
ment of handicapped children and medical supervision of 
children in day nurseries. Such contact with the preventive 
services will also give to the clinical trainee the opportunity 
to understand the scope of the health visitor’s duties, and a 
more intimate knowledge of the environmental conditions of 
the public in the district served by the hospital and local 
authority. Visits can be arranged to the local education 
authority’s day special schools for the deaf, partially blind and 
educationally subnormal, the child guidance centre and the 
rheumatism supervisory centre. Also, jointly with entrants 
to the public health service, to residential homes for deprived 
children, residential nurseries and residential special schools 
maintained by children’s committees or education authorities 
in the region. 


Departmental Medical Officers and the Hospital or University 


Departmental medical officers of the local authority, with 
suitable post-graduate experience, must be encouraged to 
become identified with the children’s department of general 
hospitals on a sessional basis ; contributing to case records, 
taking part in case consultations, supervising the work of after 
care and in some cases acting as members of the teaching team. 
Already more medical officers of local authorities are under- 
taking one or more sessions a week in out-patient departments. 
After a period of 12 months’ clinical assistantship, the public 
health medical officer, if acceptable to the hospital, should be 
given responsibility for in-patient beds as a permanent arrange- 
ment on a basis similar to that of the hospital registrar, where, 
by a reciprocal arrangement, the latter undertakes sessional 
work in the local authority preventive services. This may 
involve a joint appointment between Regional Hospital Board 
and the local health authority, and is probably the only way 
to ensure the future recruitment of doctors to work mainly in 
the public health field. 

Interchange of doctors in the child health service is not the 
only reciprocal arrangement that can be made with advantage. 
As the public health medical officer may be increasingly called 
upon to give part-time practical teaching at a univeristy centre, 
so may the whole-time lecturer or research scholar spend 
regular sessional time in the work of the local health and 
sanitary authority. In London this has been successfully 
initiated by Prof. J. M. Mackintosh. Opportunities for joint 
effort in field research given by Section 47, Ministry of Educa- 
tion Regulations, 1945, are enhanced by such co-operation 
between untversity and local authority. 


The Family Doctor and the Public Health Service 


Official policy has made it clear that the general medical prac- 
titioner must be increasingly encouraged to become health 
adviser to his patients and their families ; and participate to a 
greater extent in the conduct of the personal health services 
now carried out by medical officers of the local authority. 
Increased facilities, then, will need to be given to the family 
doctor interested in child health, and with necessary post- 
graduate experience, to undertake part-time sessional work in 
the school health and child welfare services. Sir Wilson 
Jameson, in his introduction to “‘ Modern Trends in Public 
Health,” has said, ‘“ If the medical profession is to play its 
part, as so many desire it should, it must broaden its outlook 
and interest itself in the more communal or social aspects of 
medical care.” This offers a challenge to all medical officers 
of health to open widely the doors of their health departments 
not only to students in training but to practitioners interested 
to learn something of the environmental and administrative 
aspects of their work. We should not wait for the establish- 
ment of health centres to make the first step in closer co- 
operation between practitioners and the public health service. 


The Health Centre and Integration of the Health Services 


Progress in the development of health centres under section 21 
of the National Health Service Act we know will be slow, 
and in any case health centres cannot be erected in sufficient 
numbers to affect the work of our existing centres for many 


years; nor the immediate interests of established medical 
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practitioners, about whose special difficulties of entry so much 
time has been taken in recent discussion. The contribution 
the health centre will make to the integration of the preventive 
and curative services is still a matter for conjecture. Prof. 
Ryle has said they should be “ places offering more intimate 
collaboration between the practitioner, the hospital and the 
public health officer, where better recording systems and new 
economies of time and labour in family practice could be given 
their first trial.” ‘To this we might add that they should be 
places offering the greatest scope for health education of the 
public, and the expansion of the preventive outlook. 

One example of a neighbourhood health centre is in course 
of erection in North London, and its many excellent features 
have been fully described by Dr. Scott (and others), of the 
London County Council, in the proceedings of the Royal 
Society of Medicine and the Royal Sanitary Institute. It may 
not be sufficient merely to tack on to the kind of accommoda- 
tion we have been used to in the past an additional wing for 
the curative services. Since the future health centre is to be 
concerned with promoting activities to ensure good health 
among all normal people, and of all age groups, in the district 
it serves, further research and trial is needed on the lines of the 
Peckham Experiment. To provide a community health centre 
of this type, the co-operation of many departments of local 
government isneeded. A community centre under the Educa- 
tion Act, 1944, recreation grounds, children’s outdoor play 
centre, open-air swimming pool, municipal catering services, 
nursery school and, possibly, other school provision, may be 
sited in geographical relationship to the neighbourhood health 
centre built by the local health authority and as part of acommon 
plan. The polyclinic (or diagnostic health centre), preferably 
in relation to a university teaching hospital, may need to be 
considered in any long-term planning of experimental health 
centres. 

To house all the services contemplated the premises will be 
relatively large and costly. This is as it should be for the future 
health centre must be essentially an educational as well as a 
remedial institution, standing in relation to preventive and social 
medicine as the hospital is to the curative services. As yet 
we know little of the proposals for a national occupational health 
service, but when provided by Statute will, it can be assumed, 
require the co-operation between health centre and factory 
organisation. Any degree of finality in defining the limits of 
health centre provision has clearly not been reached. It must 
now be left to “trial and error” to discover what is needed 
in the best interests of the public and professions who use 
them. The transitional stage we are now entering upon offers 
to many in the public health service a wealth of opportunity in 
placing ‘‘ health’ in a primary position in the daily practice 
of medicine. 


A CASE OF GENERALISED VACCINIA IN AN 
ECZEMATOUS CHILD SIMULATING VARIOLA 


By R. A. Goob, M.B., D.P.H., 
Medical Officer of Health, City of Winchester ; 
and 


I. M. McLacuHLan, M.D., B.HY., D.P.H., 
Medical Superintendent, Infectious Diseases Hospital, 
Portsmouth 


Generalised vaccinia is an uncommon, but serious complica- 
tion of vaccination, and has a mortality rate between 15 and 20°,. 
About two-thirds of the cases occur in children who have skin 
conditions, especially eczema. ‘The following case is considered 
worthy of report. 

The patient, a boy of six years, was admitted to the children’s 
ward in St. Mary’s Hospital, Portsmouth, on 17.9.49, suffer- 
ing from “‘ acute pustular eczema,”’ affecting the face. He was 
an ill child, running a temperature of 104° to 105° F. On 
Wednesday, September 21st, that is four days after admission, 
one of us (I. M. McL.) was asked to see the case to confirm, 
or otherwise, the diagnosis of smallpox. By this time the 
patient was extremely ill and had run a continuous temperature 
of 104° to 105° since admission, and was very toxic. 

The history obtained was very meagre. The child was ad- 
mitted on 17.949 with a generalised eczematous condition, 
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which was pustular on the face. Temperature, 102-8° F., and 
he complained of severe headache, was fretful, had marked 
anorexia and had an excessive thirst. The appearance was in 
keeping with one of generalised eczema with possibly a secondary 
infection. A swab from the pustules showed the presence of 
staphylococcus aureus coagulase positive. He was given 
50,000 units of penicillin, four-hourly. The condition gradu- 
ally became worse, and on 19.9.49 there was coalescing of the 
pustules. Temperature was now 104° F., and on account of 
the ‘‘ weeping ”’ nature of the condition, he was put on bar- 
rier nursing, and penicillin 100,000 units four-hourly was given. 

On 21.9.49 the rash had spread all over the body and the 
general condition was much worse, the child having a severe 
toxaemia with periods of delirium. 

Examination of the rash revealed a confluent pustular mass 
affecting the face from the orbital level downwards to the chin 
and a few scattered circular pustules on the forehead which 
had a slightly indurated base. ‘There were no lesions palpable 
or visible on the scalp nor any visible in the mouth. The eyes 
were clear. 

There was a semi-confluent pustular rash affecting the 
extensor surface of the arm and also discrete lesions on the 
outer side of both arms. ‘There was a semiconfiuent rash on the 
flexor surface of the forearm around the elbow. These lesions 
on the extensor surface of the forearm were very suggestive of 
variola, in that they were circular, umbilicated, and had some 
induration at the base. These lesions extended down the back 
of the hands to the fingers, but there were none on the palms 
of the hands. 

There were three or four scattered lesions on the back across 
the shoulders—circular, umbilicated pustules, two spots on 
the chest and none on the abdomen. There were several typical 
lesions on the genital organs and a similar type of rash on the 
legs to that on the arms, as regards appearance and distribution. 
There were no lesions on the soles of the feet. 

The photograph illustrates the appearance and distribution 
of the rash above described, showing in particular the simi- 
larity to lesions of variola. 

Circumstances were such that a diagnosis had to be made 
before a thorough history could be obtained. In my 
(I. M. McL.’s) opinion, this was not a case of variola, although 
the appearance of the lesions on the extensor surface of the 
forearm and back of hands were very like those of variola. 

Specimens were taken for bacteriological examinations and 
forwarded to Colindale Laboratory. ‘They were crusts from 
the pustules and scraping from the base of the pustules. 


Previous History, obtained three hours after Examining the Case 

After some delay, the parents were interviewed, and they 
gave the following history : 'The boy had been a sufferer from 
eczema siiice the age of six weeks and had recent hospital treat- 
ment, both in Great Ormond Street and in Portsmouth. He 
had been discharged from St. Mary’s Hospital, Portsmouth, 
as recently as May of this year; the only other movement 
was when he visited Ireland in January, 1949, when, accord- 
ing to the mother, he had had a “ similar attack, the only 
difference was that this attack was more sudden and severe.” 
Both parents were specifically asked whether the boy had been 
in contact with anybody who had recently been vaccinated. 
‘The answer given was ‘“‘ No.”’ This question was repeated, and 
again the answer was “‘ No.”’ The boy, of course, had never 
been vaccinated. The boy had been in bed for six weeks 
prior to admission to St. Mary’s Hospital. A tentative diagnosis 
of eczema vaccinatum was made. 


Subsequent History 

The patient was transferred to Crabwood Smallpox Hospital, 
Winchester, under the care of Dr. A. Good. 

‘Treatment was commenced with sulphamezathine and peni- 
cillin, and the lesions were treated with proflavine. In addi- 
tion, frequent tepid sponging was ordered in an endeavour 
to bring the temperature down. However, the temperature 
continued to remain between 103° F, and 105° F. A specimen 
of blood was taken, but nothing abnormal was found. 
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On the afternoon of 23.9.49, an interim report was received 
from Colindale Laboratory on the specimens sent on 21.9.49, 
and stated ‘‘ Complement fixation test—Positive up to l 64 
(of 1/100 original) for vaccinia-variola.” 

The patient was given an injection of post-vaccinal enceph- 
alitis serum, but this appeared to have little effect. The tem- 
perature continued to remain high. On the afternoon of the 
25th the respirations increased and evidence of pneumonia 
became apparent and the patient now began to perspire pro- 
fusely. During the night the temperature rose still further 
and reached 107-2’ F., death taking place the following 
afternoon. 

Later enquiries elicited the information that the child had 
come into contact with a recently vaccinated infant. In fact, it 
would appear that the child had actually been playing with the 
infant in bed whilst the latter’s vaccination was still in an 
infectious state. 

final report received from Colindale Laboratory 26.9.49, 
showed ‘‘ Egg culture—Positive for vaccinia.” 

We would like to express our thanks to Dr. McKay, of Fare- 
ham, for the print of the photograph reproduced, and also 
for his help given in ascertaining a thorough history of the 
case, prior to admission to hospital. 


THE ORGANISATION OF THE CHILD HEALTH 
SERVICES * 


Opexing Remarks by the Chairman, Sir Wilson Jameson, G.B.E., 
K.C.B., M.D., F.R.C.P.,. D.P.H., Chief Medical Officer, Ministries 
of Health and Education 


Medical education and medical practice have been affected, 
perhaps more than any other sort of professional work, by the 
changes due, directly or indirectly, to the last world war. As 
a result of these changes, ‘ paediatrics "’ is coming into its 
own—if it has not already arrived. 

The Goodenough Committee on Medical Schools, which 
reported in 1944, devoted considerable space to a considera- 
tion of ‘‘ child health,’’ and recommended that the subject 
should receive much more attention in the undergraduate 
curriculum, full use in this connection being made of the school 
medical and infant welfare services of the local authorities. 
The Government accepted in general the recommendations of 
the Goodenough Committee and as a result gave greatly in- 
creased grants to medical schools through the machinery of the 
University Grants Committee. These grants, coupled with 
generous gifts from the Nuffield Foundation, have made 
possible the creation of institutes or departments and chairs 
of child health in many of our medical schools. 

The findings of the Goodenough Committee were endorsed 
and amplified by the Paediatric Committee of the Royal College 
of Physicians in reports that appeared in 1945 and 1946, and 
the General Medical Council undertook a special review of the 
medical curriculum following a request by the Minister of 


* Discussion at the joint meeting of the British Paediatric Associa- 
tion and clinical groups of the Society of Medical Officers of Health, 
London, November 25th, 1949. 
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Health in 1944, In 1947 the General Medical Council issued 
their ‘‘ Recommendations as to the Medical Curriculum,” in 
which they recognised paediatrics as a “‘ major subject,” and 
recommended, inter alia, that every student should hold a 
clinical clerkship in paediatrics for three months (one of which 
should be residential) and that, where possible, attendance 
should be made at the various clinics of local authorities. 

The stage is now set for the more adequate training of 
medical students in the care of children. Post-graduate educa- 
tion in paediatrics has been gathering strength for some time, 
if we can judge by the greatly increased number of candidates 
for the Diploma in Child Health. All this means—I like to 
think—a fresh and welcome attitude of mind within the medical 
profession. 

While all this has been going on, discussions have taken 
place and legislation has been enacted dealing with a National 
Health Service. The service is now in being and we are in 
process of trying to make it work. It will work only if all the 
essential component parts of the service fit comfortably together. 

So far as mothers and children are concerned—and it is 
difficult to separate them—the position is now very different, 
for every member of the family is entitled to the care and guid- 
ance of a family doctor. This, together with the provision 
where necessary of consultant and hospital services, tends to 
make the family less dependent than they used to be on facilities 
provided for their special benefit by local authorities over a 
period of nearly 40 years. 

It is the duty of all of us to see that what the children really 
need they get, and I am quite sure that their needs will best be 
met by a properly co-ordinated service in which the family 
doctor, the paediatrician and the officers of the local public 
health departments all have a part to play. The part each 
should play is the subject for discussion this morning. If I 
have any criticism to make of our programme it is that it does 
not contain the name of a general practitioner. If there is a 
family doctor in the audience I hope he will raise his voice 
later on. 

The Paediatric Committee of the Royal College of Physicians 
in its final report—under the heading of ‘ Preventive and 
Curative Paediatrics ’—made a number of useful and practical 
suggestions. In the Ministry’s circular to local health authori- 
ties (118/47), we tried to show broadly how the various parts 
of the service could be integrated and laid emphasis on the 
importance of experimenting with joint appointments of 
medical staff by local health authorities and regional hospital 
boards. I know there are objections to joint appointments, 
but they can be overcome, and I hope they will be. Exchange 
of staff is also being arranged between local health authorities 
and institutes of child health—this means that the teaching 
schools are giving a lead. It is clear that a movement in the 
right direction has begun, and I hope this morning’s discussion 
will give it another push forward. 

Finally, may I make a personal remark? Eight years ago 
I was invited to attend a meeting of the Paediatric Association 
held in the premises of the Royal Society of Medicine. I 
listened to an interesting discussion in which, if I remember 
aright, some criticism of the work of local authorities was 
voiced. I, therefore, to the best of my ability, defended the 
local authorities and their officers, and launched a mild attack 
on the paediatricians, telling them that they were nothing but 
sick children’s doctors and unworthy of the designation of 
paediatricians. I went on to say that if they would get down 
to business and indicate what changes they would like to see 
introduced, which would result in a better service for the 
children of this country, I would do all I could to help to put 
their proposals into execution. 

Well, they got down to business, and, believe it or not, their 
enthusiasm in recent months would almost have been an 
embarrassment to me had it not been so welcome. 

You will understand, then, why I feel so happy to be taking 
the chair this morning at a joint meeting of this kind—when 
the stage of argument and even recrimination is over and we 
are all going to try to make the children’s service in Britain 
a model for the rest of the world. 


~ [Papers by Drs. Helen Mackay, Jean Mackintosh and Frederick 
Hall were printed in Public Health, December]. 


61 


Professor J. E. Spence (Department of Child Health, University 
of Durham) said that there were three matters on which he would 
like to comment : — 

(i) The need to design our services on the first ascertainment of 
local facts. 

(ii) In this ascertainment the factor of paramount importance was 
the prevention of three diseases or causes of death among children. 

(iii) The use and work of the health visitor. 

Concerning ascertainment, he said that nearly all our services 
had arisen in this way. Local ascertainment might be considered 
the spice of life of the health officer. Possible lines of enquiry 
would be to determine, first, how many family units were socially 
complete—that is to say, a woman with children who had a house 
fit to live in, a husband to cherish her and neighbours to help, 
and a nurse and doctor to advise—and then to ask ourselves what 
was to be done for families who had not these advantages. One 
element which deserved close study was the “slut” family, and it 
must be remembered that this was not correlated always with a 
lack of intelligence. It would be interesting to know what per- 
centage of these families there was in one’s parish and if the pro- 
portion was rising or falling. In Newcastle there were 8%. This 
was something the child welfare medical officer could do which was 
of vital importance. 

Another line of investigation would be to determine the number 
of families who were socially solitary—that is, had no neighbours 
to help them. This information would design our minds into ways 
of improving their loneliness. 

It would be interesting to gather statistics to identify and in- 
vestigate the incidence of poor infant feeding hygiene. After being 
g ven instructions how many mothers would top up the bottle, or 
add to what was left of a previous feed ? 

Then they would like to know the number of children at any 
time at risk as tuberculosis contacts. This problem would never 
be conquered by B.C.G. only. Another question on which informa- 
tion would be useful was what percentage of children lacked adequate 
sleep facilities. Finally we should find out how many families were 
fully competent in all these respects. 


(ii) Three Diseases 

Trauma. The most prevalent disabling paediatric disease was 
trauma. After the first year of life deaths from violence outnum- 
bered those from any other cause. 

Tuberculosis. We should aim to reach the position achieved in 
Minnesota and the Scandinavian countries where any tuberculosis 
in a child under five years was considered a disgrace, and tuber- 
culous meningitis was seen so rarely that it was difficult to find 
clinical material to train students. This position could only be 
achieved by first determining the children who were at risk. 

Spectfic infectious diseases of infancy—gastro-enteritis for example. 
More could be done to prevent this disease by studying mothers’ 
methods of making up a bottle than by renewed pathological re- 
searches into the causative organism. Notification rates of these 
diseases were very misleading. 

(iii) Use of the Health Visitor 

The Health Visitor was the most important element in our work. 
She should be fixed in her parish and responsible for everything in 
her own 500 families. It would be necessary to maintain her 
interest and this could be done by providing her with continued help 
and the companionship of others, and by educating her in her 
responsibility. There will be a noted decline of interest in note 
writing unless the material was gone over with her at weekly con- 
ferences. Intellectual companionship was essential for good 
organisation. 


Prof. A. E. Naish (Sheffield) said that after listening to the very 
detailed account by the opening speakers there was little to add. 
He thought that it would not be a bad plan at this stage to put up 
a small Utopia—to suppose, for example, that the Arctic continent 
had become temperate and was about to be populated and that they 
had been asked to organise a paediatric service for that continent. 
They would then be in a position to produce an unbiased plan and 
he felt sure that this plan would centre round maternity, and that 
branching out from that they would eventually get to the grossest 
diseases of children; whereas actually they had started the other 
way round and had planned around the children’s hospitals. 

It was important that all members of a team sheuld know one 
another and should form a band of brotherhood, with each member 
of the team trying to deal with deviations in health and to bring 
them back to normal. They should never allow that degree of 
specialisation where one member of the team was unable to under- 
stand what the other was talking about. Dr. Mackintosh had 
sketched a most terrifying state of affairs in the Birmingham district. 
It would need a Kremlin and a Stalin to control it. 

He thought they should tackle the problem on the ideas of Prof. 
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Spence in small areas. It had always been difficult to produce 
harmony in the various branches of the service and it was only in 
small areas that this harmony could be achieved, where they could 
meet to discuss problems together and could indeed become a band 
of brothers. 


Dr. A. G. Watkins (Cardiff) spoke of the use of the health visitor 
in the health service. For the last two years by arrangement with 
Dr. Greenwood Wilson (M.O.H., Cardiff) they had been trying out 
an experiment in which the health visitor was used to follow up 
diabetic and gastric ulcer cases on the adult side. So successful 
had this been that it was decided they should be used to follow up 
children discharged from hospital. 

There were at present two health visitors engaged in this work ; 
one would continue permanently and the other would change every 
six months. In the mornings they worked in the hospital and the 
alternoons were spent in visits to the homes of the children dis- 
charged from hospital to carry on after-care treatment. They 
advised, for example, in the Home Help Service, on help to be 
obtained from the National Assistance Board, on extra milk, on 
obtaining appliances, and generally to see that all the services 
were available to the mothers. They also supervised cases of 
bronchiastasia needing postural drainage. 

They also attended the ward round with the students. Not only 
was this valuable to the health visitors but it had also been found 
to be good for the student, for only then did he begin to understand 
what purpose a health visitor could serve. 


Dr. G. M. Komrower (Bolton) described the running of the 
paediatric unit in his area. He expressed regret that the unit had 
no responsibility for children outside the hospital. Through lack 
of staff they had to fall back on the general practitioners in Bolton, 
and this had proved a good idea. He had instituted a fortnightly 
meeting with the child welfare officers where problem cases were 
brought up for discussion. The G.P. whose case it was was also invited 
to attend the conference. It had also been suggested that a member 
of the child wellare staff should act as clinical assistant to the unit 
and should attend ward rounds and out-patients. He had obtained 
permission to have two health visitors attached to the unit. Each 
mother was interviewcd by the health visitor prior to seeing the 
doctor and she was able to report on domestic circumstances. Each 
H.V. in Bolton had her own area of control. 

He made a plea that paediatricians be attached to infectious dis- 
ease hospitals. In his area this was not encouraged and recently 
two adult physicians had been appointed. He thought it important 
that house physicians should have a period of time in an infectious 
disease hospital under a paediatrician and suggested that the senior 
M. & C.\W, Officer should also form part of this staff. 

Dr. G. D. Pirrie (U.C.C.) felt that there were many aspects which 
had not been touched on in the papers. He was sorry that Dr. 
Mackay had suggested that the psychiatric services should be part 
of the hospital services. Psychiatric workers should be working in 
the homes, for only then could the benefit of the work be felt in its 
preventive aspects 

Dr. W. L. Neustatter (London) agreed with Dr. Pirrie about the 
preventive work but nevertheless felt that the real place for child 
guidance was in the hospital. A psychiatrist needed to have the 
services of a paediatrician available and all the other hospital 
amenities. There was no truth in the statement that children were 
scared of hospitals. 


Prof. Alan Moncrieff (london) said that he had served a long 
apprenticeship in welfare clinics and he felt that the pattern of 
M. & C.W. clinics had not changed in the last 30 years though the 
pattern of disease had changed. 

They had heard of the difficulty of accommodating all staff in 
hospitals, but he thought a place could be found for the child 
welfare officer in the neo-natal departments. He thought the health 
visitor should be brought in earlier, preferably to be on the door- 
step as soon as the mother arrived home from hospital. He had 
heard of one London borough where the health visitor did not 
visit until the mother had been home six weeks. 

The preventive services to-day were not attacking diseases which 
could be attacked. They had heard from Prof. Spence that the 
biggest single cause of death was violence, but what were the health 
services doing to reduce this ? Were they not content to leave it 
to the voluntary organisations 7 The common childish diseases of 
to-day were infected tonsils and adenoids, worms, enuresis and 
upper respiratory infections. They were not re-orientating them- 
selves to the new pattern of disease by trying to prevent those 
disorders which caused death and disease to-day. 


Dr. Ann Mower White (L.C.C.) suggested that the medical 
student be introduced to the preventive services earlier, and that 
this introduction should be in the local authority welfare clinics 
and not in the hospital welfare clinic, for only so did he begin to 
know what was the function of the health visitor. 
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Dr. Adeline Vallance (Glasgow) did not agree that the doctor 
engaged in preventive work should also undertake curative work. 
Her approach to the patient was quite different. She would, for 
instance, when confronted with an ailment such as bronchitis explore 
the domestic circumstances of the family, while the curative doctor 
would merely order a bottle of medicine and a “ rub.” 

She suggested that the local authority medical officer should do 
preventive work and should carry out some of those investigations 
mentioned by Prof. Spence. She might also undertake child guidance 
work and possibly undertake the treatment of mild orthopaedic cases. 

Dr. T. M. Clayton (Coventry) stressed that a knowledge of disease 
Was essential to those working in child welfare clinics, and all should 
have had house physician and house surgeon experience. It seemed 
to him that the only thing that had come out of the Act up to now 
was a desire to shift financial responsibility on to the exchequer. 

The M.O.H.’s life was a vocation and in spite of what some 
people might think did not revolve around questions of salary. 
He was disturbed at finding his clinical interests leaving him at 
an alarming rate and should be put out of suspense as to his future 
position. 


Dr. Hilary Crewe (Stockport) said that a happy relationship 
existed in her area between the general practitioner and the school 
doctor, but she felt handicapped at not being able to prescribe. 


Sir Leonard Parsons (Birmingham) expressed joy that the meeting 
had taken place. It was, he said, like listening to a good sermon 
and realising all the things one should have done. He was sorry 
that Dr. Hall had not met a paediatrician in his area. He thought 
the name of Ashby was a household word. 

He could not let the opportunity pass to acknowledge the debt 
of gratitude they owed to their chairman (Sir Wilson Jameson), as 
it was largely due to his efforts that the position of the local 
authority had changed. 

Referring to the last speaker he was not alone in not being allowed 
to prescribe. As far as he knew no consultant was allowed to pre- 
scribe on the National Health Service form. He felt that co-opera- 
ton was the keynote and, unless we could and did get co-operation, 
the matters they were both interested in will not thrive. 

In reply to the debate, 

Dr. Mackay agreed that the Regional Hospital Board ay now 
constituted could not appoint staff for loca! authority clinics. The 
reason why she felt that there should be a good paediatric unit in 
each Regional Hospital unit was that at present admissions and 
discharges were not under the control of paediatricians, nor at 
present were all children’s beds under their care. She took exception 
to the suggestion of one speaker that the paediatricians were not 
concerned with common diseases. 

Dr. Mackintosh apologised for frightening Prof. Naish, but 
thought her idea of concentrating small units round existing welfare 
clinics was in line with his suggestions. She agreed that the mid- 
wife and the health visitor should meet in the house. They were 
at present trying out this idea in Birmingham with primiparae. 
She also agreed that the health visitor should follow up a case dis- 
charged from hospital. At present the health visitor collected 
much information which no one was using. As a practical medical 
administrator she looked upon it as her job to create the circum- 
stances for a visionary like Prof. Spence to plan for. 

Dr. Hall thought it would be a very long time before they got 
paediatric units; meanwhile they could get integration through 
paediatric advisory committees. They should know what type of 
case was being admitted to hospitals and this information should 
be passed on to all health visitors and medical officers. Interchange 
of information was the keynote of the child health services. 

Prof. Spence said that he would like to make it clear that his 
life was not spent in sermonising and he had been greatly helped 
in the past by medical administration. What a change of attitude 
had come about in the last eight years!) The only defect in to-day’s 
discuss'on was that too little had been said about the G.P. In 
another ten years there might be a distinct change in his attitude, 
though to-day he was fear-stricken and uncertain. 


JOINT MEETING OF BRITISH PAEDIATRIC ASSOCIATION 
AND GROUPS OF THE SOCIETY 


Over 230 members of the British Paediatric Association and of the 
Maternity and Child Welfare, School Health Service and Fever 
Hospital Groups of the Society of Medical Officers of Health attended 
the joint meeting held in the Old Library of B.M.A. House on 
Friday and Saturday, November 25th and 26th last. Sir Wilson 
Jameson presided at the opening session on the 25th and his 
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remarks are recorded on pages 60-1 of this issue. Opening papers in 
the discussion on “ The Organisation of the Child Health Services ” 
were given by Drs. Helen Mackay, Jean Mackintosh and Frederick 
Hall (these were printed in the December Public Health) and by 
Prof. J. E. Spence, whose address and the subsequent discussion 
are summarised in the preceding columns. 

On the afternoon of the 25th, Sir Leonard Parsons took the chair 
and Prof. Huggett, of the Physiology Department, St. Mary’s Hos- 
pital, University of London, delivered the George Frederick Stoll 
Memorial Lecture on “ Foetal Physiology and Child Health” which 
will be published in full in Archives of Diseases of Childhood. 

A reception by Dr. W. W. Payne, President of the Paediatric 
Section, was held at the Royal Society of Medicine on Friday 
evening. The film prepared by the Ministry of Education, “ Children 
Learning by Experience,” was shown. 

On Saturday, November 26th, Dr. J. D. Kershaw (President, M. & 
C.W. Group) took the chair and the programme consisted of six 
scientific communications, five of which are summarised below. The 
sixth, by Dr. J. R. Martin on “ Paralysis following injections,” is to 
appear in full in the Archives. 

A highly successful meeting concluded with demonstrations in 
the afternoon at the Hospital for Sick Children, Great Ormond Street. 


The Measurement of Respiration in the New-born 


Dr. K. W. Cross (Department of Child Health, St. Mary's Hos- 
pital) spoke on the subject of the film (shown on the previous 
afternoon) demonstrating the body plethysmograph, which was used 
for making the measurements. The success of the method depended 
on the use of a pneumatic seal which was applied to the infant's 
face and avoided contact with the neck. New-born babies would 
sleep for long periods in the apparatus and it was possible to apply 
fairly strict criteria to obtain resting minute volumes of respired 
air. It was found that repeated measurements on individual babies 
gave figures which were similar from day to day, but there was 
no consistent trend with increasing age. There was found to be 
a statistically significant relationship between the resting minute 
volume and the weight of the new-born infant which was: minute 
volume = 139-174 Wx 3-674 where w= weight of the infant in ounces, 
and the volume was expressed in c.cm. The average respiration 
rate of these sleeping infants was found to be 28-6 respirations per 
minute. 


eal 


The Rising Infant Death-rate from Accid 


Dr. Katherine M. Hirst (Ministry of Health) drew attention to 
the rise in this country, in Canada, and to a small extent in U.S.A., 
in infant mortality from accidental mechanical suffocation, 1.e., 
deaths ascribed to accidental smothering or inhalation of vomit. 
The pre-war average rate was about 0-55 and in 1947 it reached 
1-02, an increase of 85%. There were 289 cases in 1935 and 911 
cases in 1947, 

Maternal pre-occupation with war-time work and household diffi- 
culties, or carelessness in preparation and giving of feeds, have 
been suggested as causative factors, but information from 94 cases 
collected through the M. & C.W. Group of the Society of Medica! 
Officers of Health did not support this view. 

Series of cases published by W. H. Davison (1945) (B.M.J., 2, 251) 
and Werne and Garrow (1947) (Amer. J. P.H., 37, 675) were quoted 
in support of the view that many of these apparently accidental 
deaths are in fact due to fulminating infection, usually in the 
respiratory tract. Though that was probably so in many cases, 
there was still need to avoid such dangers as soft pillows, allowing 
an infant to share an adult’s bed, or leaving a child unattended 
with its feed. It was, however, probable that the element of 
accident was too readily assumed. There was a strong case for 
expert and complete autopsy, including microscopic examination, 
to elucidate the causes of these deaths and to avoid any possibility 
of leaving bereaved parents with a sense of guilt that might well be 
unwarranted. 


Acute Infections in Infancy and Family Infections 


Dr. F. J. W. Miller (Newcastle) gave an outline of a morbidity 
survey started in 1947, carried out jointly by the University of 
Durham Department of Child Health and the Newcastle City Health 
Department. 

The object was to describe the types and ascertain the incidence 
of acute infections in the first five years of life in Newcastle-upon- 
Tyne. The method was to observe a group of children fully repre- 
sentative of the childhood population of the city, and to make 
observations civ. : enough to be able to form an accurate account 
of the illnesses from which they suffered from birth to school age. 

Early in the survey it was apparent that it would actually consti- 
tute a survey of family infections. By the end of the second year 
about 50 families had been found to suffer from recurrent skin 
infections usually associated with staphylococcal infection, and 
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approximately 60 families from recurrent sore throats and middie 
ear disease, syndromes usually associated with streptococcal infec- 
tion. Examples of these families were quoted and emphasis placed 
upon the fact that acute infective disease in infancy cannot be seen 
as an isolated phenomenon occurring in the child, but must be 
studied on the basis of family experience. 


Hyperimmune Human Serum Treat 


t of Whooping Cough 

Dr. H. Stanley Banks (North-Eastern Hospital, London) spoke 
on this subject. 

He said that this serum was processed at the Philadelphia Chil- 
dren’s Hospital and marketed in this country by Messrs. Boots. 
The donors were inoculated with pertussis vaccine until their serum 
yielded an agglutinating titre of at least 1:2,560. A high titre 
of agglutinin did not, however, necessarily run parallel with that 
of other significant antibodies. 

Six infants aged from two months to seven months were treated 
with four doses each of 20 ¢.c. intramuscularly at 48-hour intervals. 
Treatment was started on the ninth, tenth, I5th, 19th, 20th and 
22nd day of disease. H. pertussis was isolated from all before 
treatment. All were having severe paroxysms but had no signifi- 
cant chest complications. In four of these infants the disease was 
virtually at an end in six, eight, nine and 14 days respectively 
after completion of the treatment. This was a considerably shorter 
course than was expected. In the other two infants the course 
appeared also to be shortened but less definitely so. One child 
aged two years did not appear to receive any benefit. All observers 
were agreed that the best results with this treatment were obtained 
in young infants, possibly on account of the large dosage which 
must be given. 


Three Cases of High Tone Deafness in School Children 


Dr. Mary D. Sheridan said that the handicapped child tn the 
ordinary school presented one of the most challenging problems in 
the whole field of child health, and it was here that the clinical 
paediatrician and the social paediatrician needed to co-operate in 
the present and future interest of the child. 

Two things must never be lost sight of. The handicap was 
associated with a growing organism and therefore tended in great 
or less degree to distort the normal pattern of physical, intellectual 
and emotional development. Treatment must be considered as 
much an educational as a medical problem. 

Her attention was specially focused upon children with defective 
speech and hearing because she had once certified as mentally 
defective a child who later turned out to be deaf. High tone deat- 
ness was the type which was most commonly mistaken for intel- 
lectual retardation. Dr. Sheridan then described three cases of 
high tone deafness which were selected because, although they 
presented three very different clinical and educational problems, 
all had one factor in common: none of them had been suspected 
at home or in school of being deaf. She described the cases indi- 
vidually and showed their audiograms together with examples of 
their school work in dictation, composition and drawing. 


CORRESPONDENCE 


“One Man Banpd” EpipeMio.ocy 
To the Editor of “ Public Health” 


Sir,—It was with considerable interest and amusement that I read 
Dr. Paul’s letter in your December issue, in which he criticised my 
article on the work of the Medical Officer of Health. 

Unfortunately, however, Dr. Paul has misinterpreted what I wrote, 
because there is no suggestion whatsoever in my article that the 
Medical Officer of Health should do the actual bacteriology of an 
epidemic. What I said was that “the Medical Officer of Health 
should not require for his field work, except in extreme emergencies, 
the services of any outside organisation.” In other words, ~ let the 
cobbler stick to his last.” 


Yours faithfully, 
ALEXANDER HutcHIson, 
Deputy Medical Officer of Health. 


Health Department, 
Grey Friars, 
Leicester 


December 22nd, 1949. 
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SOCIETY OF MEDICAL OFFICERS OF HEALTH 
THE ANNUAL DINNER 


The Annual Dinner of the Society was held on ‘Thursday, 
November 24th, 1949, at the Piccadilly Hotel, London, W.1, 
with the PresipeNT (H. C. Maurice Williams, 0.B.E., M.R.C.S., 
L.R.C.P., D.P.H.) in the chair; 150 members and guests were 
received by the President and Mrs. Williams. 

The toast of ‘‘ The King ” was proposed by the President, 
and duly honoured. 


Speech by the Minister of Health 


The Right Hon. ANEURIN BEVAN, P.C., M.P., Minister of 
Health, proposing the toast of the Society, said : When I was 
invited to come along this evening I felt some trepidation until 
I was comforted by the knowledge that you had been sensible 
enough and kind enough to surround me with Welshman, 
and I knew that whatever secret hostilities they might have 
they would nevertheless set them aside in the spirit of clan- 
nishness with which we are very familiar in the Principality. 
I was also reinforced in my determination to come along 
because I have always had a very considerable respect for 
medical officers of health; having spent some years of my 
life on a county council, I knew what they were like. I re- 
member speaking to one who had had more than 30 years’ 
experience of health administration, and he said, ‘‘ A medical 
officer of health must have two qualifications : (1) he must be 
knowledgeable in order to do his job, and (2) he must be 
eloquent in order to persuade the local authority to allow him 
to do it.” 

In this country we have been extremely fortunate in the 
wonderful services which have been built up over the last 
century since the pioneers started the great Public Health 
Acts in 1848 and onwards, through which we have built up 
a remarkable preventive health service. I sometimes tell the 
clinicians, in a moment of candour which now and then over- 
whelms me, that although the prima donnas of the medical 
profession have usually occupied the limelight, by and large 
the most important contributions made to good health in 
modern society have actually been made by the sometimes 
obscure prosaic day-to-day work of the medical officer of 
health and the sanitary inspector. I had better not enlarge, in 
these circumstances, on any further comparisons between the 
clinical side and the preventive side, otherwise I might be 
reminded of one or two subjects I am anxious to avoid. 

In the next place, my respect, and I speak with even greater 
feeling, for the medical officer of health warmed into very 
deep affection as a consequence of what I consider my most 
fortunate association with the central Medical Officer of 
Health of the Ministry of Health, Sir Wilson Jameson. You 
will have seen in to-day’s Press that next year he is going to 
retire from his present post. He was a medical officer of health 
himself before he was appointed, his successor is a medical 
officer of health, so I can give no greater testimony to my 
admiration for medical officers of health than that. Sir Wilson 
Jameson has been one of the very great public servants of 
Great Britain. I did not know him before I went to the 
Ministry, and when I saw the long list of academic qualifica- 
tions after his name my heart sank because I have had some 
experience of people with a great deal of academic qualifica- 
tion and they became more and more remote from reality the 
more letters they had to their name. But it is a fact that Sir 
Wilson Jameson reinforces his profound academic knowledge 
by an equally profound sagacity, he is one of the wisest men 
that I know and he is not only a wise man but an amiable 
man because, had he not been an extraordinarily amiable man, 
we could not have spent almost the last four and a half years 
together without quarrelling at all. ‘The real reason why we 
have not quarrelled, of course, is because I have always done 
what he told me to do ! 

As he is about to leave office, I can now make a confession 
to you that he is the author of the two things for which I have 
been criticised, and as the list of his “‘ crimes ” grow to high 
heaven he is now about to leave his office before he can commit 
any more! It is practically certain that my tenancy of the 
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Ministry of Health i is put in increasing jeopardy, one does not 
know what is going to happen after our masters have spoken, 
but it is practically certain that my period of office is bound 
to be shortly ended. I have been looking round at some of 
my medical friends as it is drawing nearer and nearer to see 
how they are taking it. At first I noticed that they all looked 
forward with gleeful anticipation to that consummation, but 
now I begin to discern on the faces of some of them a dawning 
appreciation that, maybe, it is far better to bear with the devils 
they have than the devils they know not. It may be, I do not 
know, I shall not venture into the realms of psychology about 
which I know so little, that in the last four years they have 
become slightly masochistic and accustomed to wear a hair 
shirt. Whatever quarrels we may have had, whatever differ- 
ences may still exist, I think it will be universally agreed that 
the last four and a half years have been some of the most 
fertile in the history of public health in Great Britain. 

I say “‘fertile’”—whether you approve the offspring is a 
different matter entirely, but there is no doubt at all that 
something has happened and I believe as the years go by 
and the mists have been dispelled and the smoke of battle 
has gone and we can see the field more clearly, that people 
will be proud not of all that we have done but of most of what 
we have done, and they will begin to wonder how they came 
to live without the health service. I know when I say that 
that there is a great deal of scepticism in many minds ; a great 
service of this sort when it is launched must disturb the lives 
of large numbers of doctors, and it is very difficult for those 
of established habits and traditions to reconcile themselves to 
great changes easily. That is inevitably the case, one cannot 
do big things without big disturbances ; after a while, how- 
ever, I believe we shall become reconciled. It is no use any 
of us cavilling because it is there. What we must do now, 
all of us, is to make the best of it, make it work, because we 
must always bear in mind that our personal interests must be 
subordinate to the welfare of society as a whole. 

That is why I deprecate the attacks which are still made on 
the health service in certain quarters with a degree of irre- 
sponsibility lamentable in some who have won such great 
reputations. I hope, therefore, that as my period of office 
comes to an end that I shall leave behind me not sore feelings 
at all but as the years go by a sense of nostalgia on the part 
of many members and may be (perhaps I am too optimistic) 
I can look forward to the time when the British Medical Asso- 
ciation will send a round robin to the Prime Minister of that 
day asking that Aneurin Bevan shall come back. ‘That is what 
happens to a romantic Welshman at the end of a dinner ! 

I am a very indifferent after-dinner speaker, and I do not 
believe in long speeches, and therefore I would ask you to 
rise and drink with me a toast to the Society of Medical Officers 
of Health. 


Response by the President 


The PRESIDENT, in responding, said: I hope the Minister 
will feel just as contented when we have finished this dinner, 
having sat between two Welshmen and having heard their 
speeches. I would like to thank him very sincerely for coming 
this evening and honouring us with his presence. I would 
also thank him for the kind observations he has made about 
the public health services. I would like to take this oppor- 
tunity, on behalf of the Society, of congratulating Dr. Charles 
and Dr. Godber on their promotion, and at the same time 
telling Sir Wilson Jameson how much we have appreciated 
his very great kindness and assistance to every one of us in 
the past. When he retires we hope he will have many years 
of health and enjoyment to enjoy his well-earned retirement. 

Although I am the grandson of a Welsh Baptist minister 
who had quite a reputation as a preacher and public speaker, 
unfortunately I have not inherited his gift of rhetoric. How- 
ever, I do feel that as a section of the medical profession we 
cannot continue to be the Cinderella, otherwise we shall become 
so worn, haggard and frustrated, that not even a sanitary in- 
spector, in the guise of Prince Charming, will gaze upon us with 
favour. There is little doubt that the present position has been 
reflected by the small numbers of students taking the D.P.H. 
and of applications which we get for the positions advertised. 
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It is ironical, when you think of it, that we who, by our train- 
ing and education, realise the value of a comprehensive 
medical service, should find ourselves in this precarious position. 
We knew that the happiness and future joy of the people of this 
country was dependent on health, education and social security, 
and for that reason we supported a comprehensive service ; in 
fact, we went further, we supported a full-time salaried medical 
service. 

It is true that the service that has resulted falls far short 
of our expectations. We see some Picassos in this realm of 
medical administration, the chief being the fact that preventive 
medicine takes second place to curative medicine. It is difficult 
for us to understand why a doctor who is capable of labelling 
a disease ‘‘ erythema multiforme ” should be placed in a higher 
status than one who is able to diagnose smallpox or indeed 
to one who is called upon to be the chief technical witness in 
a slum clearance inquiry. I feel convinced that had we had 
the wisdom to establish a Royal College of Preventive Medicine 
we should today find ourselves in a far better position. 

This is the age of specialists. Some of our members seem to 
advocate regionalisation ; personally, I hope that public health 
will never be put on a regional basis, otherwise we shall lose 
all that original thought and initiative which has been so evident 
throughout the years. We shall simply become cogs in a large 
administrative machine, and I should, furthermore, hate to be 
dissociated from the elected members of local authorities. 
During my 25 years’ experience with a local authority I have 
always found that they have been helpful and keen, and it 
has been a great spur to progress. I think one can over- 
departmentalise in any scheme. 

I am glad to see that our clinical colleagues are taking advant- 
age of opportunities to visit foreign countries, particularly 
the United States of America. I hope you will see, Mr. 
Minister, that the medical officers of health and their assistants 
have the same opportunity of gaining knowledge in other 
countries. 

I may not be able to offer criticisms or suggestions from the 
point of view of the domiciliary health service except with 
regard to health centres. I hope we shall go ahead with them 
as far as possible even in improvised buildings. 

Finally, I will tell you a true incident which happened in 
Southampton. I was asked to give a lecture on public health. 
I started by telling my audience that cholera was now non-exist- 
ent, that typhoid was a rarity, and diphtheria was on the wane. 
I told them about the work of the pioneers in the latter half 
of the nineteenth century, how they had produced clean water 
supplies, proper sewage disposal and refuse collection, 
established the child welfare and maternity services, the school 
medical service, the fight against tuberculosis and venereal 
disease, and how we took over the Poor Law infirmaries and 
produced efficient municipal hospitals, and that, finally, at the 
beginning of the last war, we had thrown upon our shoulders 
the responsibility for the civilian casualty services. I ended up 
by saying, ‘‘ These are our monuments, look around.” 

The meeting was thrown open for questions. There was a 
considerable interval, but eventually there arose from the 
back of the hall a shrivelled-up little old man in a mackintosh, 
with a drooping moustache, and he said, ‘‘ Well, doctor, I 
did not come here to listen to your lecture on public health, 
I really came here to ask you if you can tell me what has 
happened to our Mrs. Harris, our home help, who is supposed 
to come to us every Tuesday between 8 and 10." You smile, 
as I smiled, but when I went home and reflected, I wondered 
why we live on our past achievements. There is still plenty 
of work for us to do, we have well-defined duties under the 
Act, there is still an enormous amount of sickness in the social 
structure of which we have to ascertain the cause and correct. 
Let things past belong to memory alone, let things future 
depend on our own endeavours. 

I would like to tell you, Mr. Minister, that both you and 
Sir Stafford Cripps are constantly in our thoughts ; you, Sir, 
as the architect of our future structure, and Sir Stafford Cripps 
will let me here emulate my grandfather by giving you a verse 
from II Chronicles, 20th chapter, verse 11: ‘‘ Behold, I say, 
how they reward us.” 


The Guests 


Professor R. H. Parry, M.D., F.R.C.P., D.P.H., in proposing 
the toast of ‘“‘ The Guests,” said: I have been given the 
privilege of proposing the toast of ‘‘ The Guests,” and I do it 
with very great pleasure. I have not to be nearly as careful 
in what I say as the previous speakers. We members of the 
Society look forward very much to this occasion of the annual 
dinner because it gives us an opportunity of meeting one 
another and of having a chat off duty without too much shop. 
We do, of course, make a passing reference to the great revolu- 
tion, but apart from that we usually enjoy this as a social event. 
In addition, it gives us the opportunity of meeting the friends 
of the Society, and we are very pleased indeed to see so many 
friends here as our guests. We give them a most hearty 
welcome. 

I think you would agree that we should give priority in this 
list to our ladies; we extend to them a particularly hearty 
welcome. They have been our main support through the last 
few strenuous years ; we have felt very lonely, almost deserted, 
despised by our own profession, degraded by the Ministry of 
Health and deserted by the Local Authorities Associations : 
and what a pleasure it has been to have the support and the 
smiling help of the ladies. We would like to thank them very 
much for their support during the past year in particular. 

Amongst the ladies here to-night we have one whose name 
is associated with this toast, Prof. Hilda Lloyd. She is the 
first lady who has attained the honour of being the President 
of a Royal College, and we are very pleased indeed to have 
her as our guest to-night. She is President of the Royal 
College of Obstetricians and Gynaecologists. 

We are very pleased, indeed, Mr. Minister, to have you 
here with us to-night, and particularly when our President 
is also a Welshman to make it a real Welsh occasion, and why 
not once in a 100 years? It is even more rare than a Welsh 
day in the House of Commons. We medical officers of health 
know very little about the troubles of a politician, we do not 
know of the storms and the hurricanes that they ‘have to pass 
through ; we just march on with our job: if an instruction 
comes from the Minister of Health, whether it be to run a 
domestic servants’ agency, or a taxicab service, we do not 
mind. We even obey the Minister of Food and take our 
samples of ground rice, ground coffee, and anything that he 
asks us to do. It is quite true that we grumble a good deal, 
that is not an uncommon national characteristic. 

Amongst the other guests I must pick out Sir Wilson 
Jameson, who is a particular friend of ours, and whom we have 
in great admiration. He is so near us, and it is not altogether 
through the circulars which he sends us. All the members 
of the Society would like to wish him very many happy years 
of retirement. Would he mind taking a message of congratula- 
tion to Dr. Charles and the assurance that, if the Ministry of 
Health ever turns to preventive medicine, he will have the 
support of all medical officers of health with him ? 

The other guests to whom I must refer are the Chairman 
of Council of the British Medical Association, and Dr. Charles 
Hill, the secretary. We are also very pleased to have with us 
to-night Mr. Fred Messer, Chairman of the Central Health 
Services Council; and Dr. George North, the Registrar- 
General ; he is a particular friend of the Society and we give 
him a special welcome. We also have with us the Chairman 
of Council of the Royal Sanitary Institute, Mr. Thompson ; 
the Chairman of the Urban District Councils Association, 
Mr. Poole ; and Mr. Prichard, Chairman of the Metropolitan 
Boroughs Standing Joint Committee. I have left to last, but 
not least, Sir Cecil Wakeley, the President of the Royal College 
of Surgeons. We are very pleased to have him with us to- 
night. 

The toast is also associated with the name of Lord Kennet ; 
we welcome him particularly as President of the Association 
of Municipal Corporations, and we are very pleased that he 
has been able to find time to come and join us. I have a par- 
ticular personal reason for welcoming this opportunity of 
proposing the health of Lord Kennet. Some 18 years ago 
the Minister of Health, Sir Hilton Young, and his gracious 
lady, came to Bristol to install a young Professor of Preventive 
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Medicine. It may be of interest to Lord Kennet, and it is a 
strange coincidence, that only yesterday I received a letter 
from the School of Public Health, University of California, 
San Francisco, a part of which read: ‘‘ An unusual situation 
has developed in which we hope to effect a new pattern of 
mutual aid and collaboration between the School of Public 
Health and our State Department of Public Health. Your 
own Institute of Preventive Medicine in Bristol so effectively 
integrates the activities of the University Faculty of Medicine 
and the Bristol Health Department, that it serves as a pattern 
which we hope in our own way to emulate.”’ I think that 
will interest Lord Kennet, who came to Bristol to seal that 
particular link some 18 years ago. Some of us still remember 
that visit, and it is a great pleasure after all this time to be able 
to drink Lord Kennet’s health. 


Replies by Prof. Lloyd, P.R.C.O.G., and Lord Kennet 

Prof. Hitpa Lioyp, in response, said: The first thing I 
must do is to apologise for not being Welsh, although my 
name belies me, and therefore you will not expect the rhetoric 
which you have been hearing this evening. It gives me very 
ureat pleasure to respond to the toast so gracefully proposed 
by Prof. Parry, and to thank you, Mr. President, and your 
Council, for your excellent hospitality this evening. I feel 
anything but equal to the task of responding in view of the 
number of distinguished guests, any of whom would have 
responded to the toast much better than I. However, I take 
the gesture as a compliment to the Royal College of Obstetricians 
and Gynaecologists that you have asked me to do this. The 
relationship of the Royal College with your Society has always 
been a very cordial one, and at least we can join forces in that 
we are both engaged in preventive medicine. I am sorry 
that the Royal College of Preventive Medicine was not founded 
before our College. 

Moses, I imagine, was the first medical officer of health who 
inscribed tablets of stone with guiding rules for a good health 
service, the only difference really between Moses and Prof. 
Parry is that whereas Moses was satisfied with a tablet, the 
present-day medical officer of health requires reams of forms. 
We also at our Royal College think so highly of Sir Wilson 
Jameson that it conferred on him, and he graciously accepted, 
our Honorary Fellowship. Of Prof. Parry, your retiring 
President, it can be said with truth that he has done yeoman 
service in the cause of preventive medicine, and one can 
visualise him very easily retiring to his farmhousé on the Welsh 
mountain side in company with his fellow Welshman, our 
Health Minister, where they worked out in private the excel- 
lent union between the municipal and voluntary hospitals 
which he has achieved so excellently in Bristol. Nor has his 
energy been restricted to Bristol : since the war he has visited 
Greece, where he carried out a survey in conjunction with 
representatives of the American Government into the future 
health services of Greece. In passing, however, one must not 
forget that the one really successful thing that Prof. Parry did 
was to marry a medical woman. 

Mr. President, on behalf of my fellow guests, I thank you 
and your Council for a most enjoyable evening. 

The Right Hon. the Lorp KENNET OF THE DENE, G.B.E., 
D.S.O., D.S.C., also in response, said: Let me join my voice to 
that of the last speaker in thanking you most heartily for your 
kind hospitality. In order to apologise for speaking on behalf 
of so many distinguished guests, I must give you one or two of 
my credentials. In the first place, I am another of these rare 
exceptions at your banquet and, like my neighbour, I am an 
Anglo-Saxon separated fortunately by an adequately attrac- 
tive stratum from the more dangerous and explosive Welsh 
gentlemen to whose charming and good-natured speeches we 
have listened to-night with great pleasure. What other creden- 
tial can I think of ? I am the grandson of an eminent physician ; 
I know little about him except his eminence. I think he must 
have been a pioneer in that branch of psychiatry of which we 
have heard to-night because it is a family tradition that on one 
occasion he was called into a lady who was suffering from the 
impression that she could not lift her left leg. His treatment 
was a roast potato so hot that when applied to the errant 
member it produced an unconditioned reflex that entirely over- 
ruled the inhibition. 
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Then I cast my memory back to those four, I hope useful, 
years when, as a member of the General Medical Council, I 
was responsible to a very small degree for the education and the 
morals of the medical profession. The medical profession has 
no seamy side but occasionally, here and there, there is a single 
member who has a few small seams up the back. If he had 
we saw them there. Looking at this distinguished, highly 
educated and most moral assembly, I congratulate myself on 
the success of my efforts. 

Last, I think of my four happy years at the Ministry of 
Health, and I remember the first day that I was there and there 
came to see me and to inculcate me in my duties one of the 
most eminent of all medical administrators, the late Sir George 
Newman, eminent in medicine, in administration and in litera- 
ture. He told me a great deal about doctors, he read the oath 
of Hippocrates, and I said, ‘‘ That is very splendid. Can 
anybody take it?’’ I took the oath and was sworn in as a 
member of the medical profession upon a Blue Book. 

It is my great pleasure to bring you greetings on behalf of 
the Association of Municipal Corporations ; you know what 
that Association is, some do not. When I told one gentleman 
about the Association of Municipal Corporations, he said, 
““T suppose it is made up entirely of aldermen.”” You know 
better than that and of the very close and intimate association 
between your great Society and that other great Association. 
There is co-operation and collaboration of effort between 
them which I hope will always be maintained to the benefit 
of the public service and the welfare of our towns. 

On their behalf, and on behalf of those vital interests, [ 
thank you for the opportunity of being present here to-night 
and of joining in your most charming occasion. I cannot 
thank you for the sudden assault made upon the sobriety and 
digestion of your guests but having resisted, with the help 
of my neighbours, these assaults I shall be glad to say in the 
words of a famous authority: ‘‘ I walked home after dinner ; 
it was most uncomfortable, I was quite sober, and my boots 
were tight.” 

Guests of the Society, other than those mentioned by name in 
Prof. Parry’s speech were: Mr. G. H. Banwell (Secretary, Associa- 
tion of Municipal Corporations); Mr. H. Parker Buchanan, F.D.s. 
(Dental Secretary, British Dental Association); Dr. Ian Douglas- 
Wilson (Assistant Editor, The Lancet); Dr. A. V. Kelynack 
(Assistant Secretary, B.M.A.); Alderman Mrs. V. F. King (Chairman, 
Health Committee, Southampton); Prof. D. Hughes Parry; Dr. J. 
W. Dudley Robinson (Secretary, Royal Sanitary Institute); Dr. 
Robert Sutherland (Medical Adviser and Secretary, Central Council 
for Health Education); Dr. J. W. P. Thompson (Assistant Editor, 
British Medical Journal) and Mr. Arnold Walker, F.R.C.S., F.R.C.0.G. 
(Chairman, Central Midwives Board). 

The following Past-Presidents of the Society and Presidents of 
Branches and Groups were present :— 

Dr. H. L. Barker (County District Group); Dr. C. Fraser 
Brockington (Yorkshire Branch); Dr. George F. Buchan (Past- 
President); Dr. E. F. Dawson-Walker (Northern Branch); Dr. F. 
Hall, c.p.e. (Past-President); Dr. G. Hamilton Hogben (Home 
Counties Branch); Prof. J. Johnstone Jervis (Past-President) ; Dr. 
R. H. H. Jolly (Past-President); Sir Alexander Macgregor (Past- 
President); Dr. F. R. O’Shiel (Metropolitan Branch) and Prof. R. 
H. Parry (Immediate Past-President). 


COUNCIL MEETING 


The first meeting of the Council for the Session 1949-50 was 
held in the Hastings Hall, Tavistock House, W.C.1, on Friday, 
November 25th, 1949, at 10 a.m. 


1. The Chairman of Council (Sir Allen Daley) presided and 
there were also present the President (Dr. H Maurice 
Williams), Drs. W. Alcock, H. L. Barker, C. Fraser Brocking- 
ton, C. Metcalfe Brown, J. S. G. Burnett, H. D. Chalke, Geo. 
Chesney, W. G. Clark, C. K. Cullen, F. M. Day, R. H. G. Hec- 
tor Denham, James Fenton, G. M. Frizelle, J. M. Gibson, F. 
Gray, A. S. Hebblethwaite, C. E. Herington, G. Hamilton 
Hogben, J. A. Ireland, Prof. J. Johnstone Jervis, Dr. R. H. H. 
Jolly, Prof. J. M. Mackintosh, Drs. Maurice Mitman, A. Morri- 
son, G. A. W. Neill, Wyndham Parker, Prof. R. H. Parry, 
Drs. Hugh Paul, R. C. M. Pearson, T. Ruddock-West, J. A. 
Struthers, Mr. A. Gordon Taylor, vL.p.s., Drs. A. L. Taylor, G. 
McKim Thomas, W. S. Walton, Nora I. Wattie and J. Green- 
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Apologies for absence were received from: Mr. J. V. Bingay, 

Drs. George Buchan, H. M. Cohen, Sir George Elliston, 

Miriam Florentin, Prof. W. M. Frazer, Drs. Hall, 

Kathleen M. Hart, Sir Wilson Jameson, Drs. John Maddison, 

was A. E. Newth, J. Riddell, J. A. Stirling and Ann Mower 
ite. 

3. Welcome to New Members—The Chairman of Council 
extended a welcome to new members making their first atten- 
dance, namely: Drs. H. L. Barker (County District Group), 
. S. G. Burnett (N. W. Branch), Geo. Chesney (Southern 
Branch) and W. S. Walton (County Borough Group). 

4. Retirement of Members——The Council placed on record their 
appreciation of the past services of retiring members of the 

ouncil, namely, Drs. W. A. Bullough, H. A. Bulman, N. E. 
Chadwick, Prof. R. M. F. Picken, Drs. Virginia Saunders- 
Jacobs, J. E. Spence and Prof. Andrew Topping. 

Sir Allen Daley kindly undertook to send a letter of apprecia- 
tion to these members on the Council’s behalf. 

5. Provincial Meeting.—An invitation was received from the 
President (Dr. H. C. Maurice Williams) for the Council to hold 
its provincial meeting at Southampton during 1950 and the 
Southern Branch extended an invitation to the members of Coun- 
cil to a dinner during the evening of the same day. Both invita- 
tions were gladly accepted and it was agreed that the meeting 
of the General Purposes Committee to be held on July 7th be 
cancelled and that the provincial meeting be held in Southampton 
on that day. 

6. Minutes of the Meeting held on September 16th, 1949 (pub- 
lished in Public Health, October, 1949, pp. 10-13), were con- 
firmed and signed, subject to the amendment of the second para- 
graph of paragraph 29 under the heading “ Subscriptions to the 
Society, ” to read as follows :— 

‘It was resolved that as from October Ist next, rates of 
subscription to the Society be as follows :— 
“ Fellows : 
“(a) Wholetime medical officers in the Government and 
municipal services 12s. 6d. 
“(b) Medical officers serving with H. M. Forces, part-time 
medical officers and medical practitioners (not officials) — 
a Degree or Diploma in Public Health 
“(c) Medical officers retired from active practice £1 Ils. 6d. 
“(d) Fellows who are husband and wife. <A joint _ 
scription if both are in active practice £4 4 
“Or if one is not in active practice “£3: 13s. 6d 
“ Associates £1 11s. 6d.” 

7. Report of the General Purposes Committee.—Dr. 5. M. 
Gibson (Chairman) presented a report of the meeting of the 
General Turposes Committee held on October 2ist (précis 
Appendix A”). 

Vin. 105. Salaries and Conditions of Service. 

(a) Whitley Medical Functional Council—In calling upon Dr. 
C. Metcalfe Brown to give a verbal report of the present position 
in the preliminary negotiations for setting up the Whitley Medi- 
cal Functional Council the Chairman congratulated him upon 
being elected Chairman of the B.M.A. Public Health Committee. 
Dr. Metcalfe Brown reported that a meeting had been held with 
representatives of other organisations who claimed a representa- 
tion on the proposed Whitley Medical Functional Council by 
virtue of the fact that they had medical men in their membership. 
The British Medical Association had resisted the claims of these 
organisations and there was every hope that a settlement would 
be reached shortly. The names of the B.M.A. representatives 
on both the Functional Council and its committees had now been 
formally submitted to the Ministry by the Association. 

The staff side of the Committee dealing with public health 
service salaries and conditions would consist of the Chairman of 
Council, B.M.A. (Dr. E. A. Gregg), Chairman of the Public 
Health Committee, B.M.A. (Dr. C. Metcalfe Brown), Drs. F 
Hall, Charles Hill, J. A. Ireland, R. H. H. Jolly, 
tosh, Wyndham Parker, J. 
for Scotland Drs. J. Riddell, W. G. 
McMichael 

Deputies with full power would be permitted under Whitley 
machinery and a panel of these was to be formed. 

(6) British Medical Association—A letter dated November 
2lst was received from the British Medical Association. The 
Council of the Association at its meeting on November 16th had 
received a report from its Public Health Committee on the past 
and present position with regard to negotiations of new scales of 
remuneratio.is of public health medical officers. The following 
resolution was passed :— 

“That the Council expresses its warm appreciation of the 
ready co-operation on the part of The Lancet, The Medical 
Officer, Public Health and The Medical World in with- 


Jean Mackin- 
A. Stirling and J. A. Struthers, and 


Clark and G. V. 


67 


holding local authority advertisements from publication dur- 
ing the period February 28th to July 29th, 1949, which, 
although involving considerable loss of advertisement revenue, 
had brought most effective pressure to bear on the local 
authorities resulting in their agreement to participate in the 
Whitley machinery.” 

(c) East Midland Branch—In view of the report submitted by 
Dr. Metcalfe Brown a resolution forwarded by the East Midland 
Branch was withdrawn by permission of the Chairman. 

(d) Dental Whitley Council—It was reported that discussions 
as to the representation on the proposed Dental Whitley Council 
had been postponed by the British Dental Association pending 
the completion of its merger with the other dental associations. 
Mr. Gordon Taylor said that the public dental officers had pro- 
tested at this delay but the matter would again be considered on 
December 10th. 

(e) Medical Superintendents of Hospitals—A letter from Dr. 
Claxton (A./Sec., B.M.A.) stated that the Central Consultants 
and Specialists Committee had considered the Society's letter of 
September 20th but felt that the matter could not be dealt with 
apart from the general problems arising in connection with grad- 
ing. Through the Joint Committee strenuous efforts had been 
made to persuade the Ministry to establish a central appeal 
machinery in order that aggrieved practitioners might have the 
satisfaction of an independent review, but so far without success, 
and a proposal to include provision for such machinery in the 
Amending Bill now before Parliament was recently rejected there 
by a large majority. The Ministry had, however, stated that a 
review of all practitioners graded as S.H.M.O.s would be under- 
taken in two years’ time, and the Joint Committee had pressed 
that the date of this review should be advanced. The general 
question had again been fully ventilated at the B.M.A, Council 
meeting on November 16th when the Council expressed its 
strongest approval of the action taken by the Joint Committee and 
decided to support that Committee’s efforts to secure an earlier 
review of those now graded as S.H.M.Os. 

The B.M.A. had advised consultants and specialists to accept 
permanent contracts based on the terms of service as agreed. 

In the circumstances, the Council, while reaffirming that the 
proper grading of the medical superintendent of a fever hospital 
is that of consultant, decided to place on record that any member 
of the Society offered a contract as Senior Hospital Medical 
Officer should settle his own problem in the light of the facts 
above stated. The Society would not regard anyone who accepted 
such a contract as disloyal to the policy of the Society. 

Dr. Claxton also quoted in his letter the policy regarding 
medical officers whose duties were partly those of local medical 
authorities and partly those of regional hospital boards (e.g., 
chest physicians and part-time medical superintendents of isola- 
tion hospitals), which had been endorsed by both the Consultants 
and Specialists and the Public Health Committee of the B.M.A., 
as follows :— 

(1) That whole-time officers whose duties are partly the 
responsibility of the regional board and partly of a_ local 
authority should be in contract with one employing authority 
only, the division of duties being on a user basis by arrange- 
ment between the authorities concerned. 

(2) That the officer’s contract should be with the authority 
in whose duties he is predominantly engaged, if his work 
is mainly public health his contract should be with the local 
authority, if mainly clinical, with the regional board. 

(3) That the remuneration of the officer should be in 
accordance with the appropriate full-time scale, te. the 
Askwith Scale in the case of an officer in contract with a 
local authority and the Terms of Service for hospital medi- 
cal staff in the case of an officer in contract with a regional 
Board. 

Provided that where a local authority medical officer is en- 
gaged for two or more sessions per week on clinical duties which 
are the responsibility of the regional board (or vice versa) and 
the proportion of remuneration receivable by the major employ- 
ing authority in respect of those services is at a higher rate than 
that of the officer's main remuneration, corresponding addition 
should be made to it. 

The Council decided to ask the B.M.A. to give special con- 
sideration also to the position of medical officers dividing their 
time between the local sanitary authorities and local health 
authorities. 

Min. 106. British Medical Guild—A letter dated September 
15th had been received from Dr. E, Grey Turner stating that 
the decision of the General Purposes Committee had been re- 

ported at a meeting of the Executive Committee of the British 
Medical Guild. That Committee appreciated that the Society 
might not be able or desire to act as an agent to collect sub- 
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scriptions, but were glad to learn that the Society would give 
general support to the Guild. The letter asked that the Society 
appoint three or four representatives to discuss the whole ques- 
tion of contributions to the Guild at the next meeting of the 
Executive Committee to be held on December 2nd and in the 
meantime it was requested that no definite decision as to contri- 
butions be made. It was resolved to accept the invitation ex- 
tended in his letter and Drs. C. Metcalfe Brown, James Fenton 
and R. C. M. Pearson, together with a representative of the 


~ & C. W. Group, were appointed to attend on the Council's 
behalf. 
Min. 107. Transmission of Information from Hospitals to 
M.Os.H. 


(a) A draft of a document to be circulated to senior adminis- 
trative medical officers of regional hospital boards and to M.O.H.s 
of local health authorities (part also to district M.O.H.s) had now 
been received from Dr. Godber and it was agreed that he be 
informed that the Society was of opinion that all the points 
mentioned in the discussion had been covered in the draft and 
that subject to one or two minor amendments (one of which was 
to meet the views of the Central Ethical Committee of the 
B.M.A.) it was in agreement with the suggested procedure. 

(b) The Society and the B.M.A.—Arising from the discussions 
which had taken place with the British Medical Association re- 
garding the transmission of information from hospitals to 
M.O.H.s a letter had now been received from the British Medical 
Association asking the Society to appoint representatives to meet 
representatives of the B.M.A. to review, in accordance with the 
agreement of 1923 between the Association and the Society, the 
general question of the relationship between the public health 
service and other members of the profession. It was agreed 
that the Chairman (Sir Allen Daley) and Drs. C. Fraser 
Brockington, C. Metcalfe Brown, J. M. Gibson, Jean Mackintosh 
and A. A. E. Newth (or a substitute) represent the Society in 
discussions on this matter. 

Min. 108. Functions of Medical Officers of Heaith—Ilt was 
resolved that the decision of the General Purposes Committee to 
take no action on the resolution of the County District Group 
be reconsidered when reports had been received from all 
Branches and Groups on this matter. 

Min. 110. Meat Products and Meat Inspection—Copies of the 
evidence prepared by the Standing Sub-Committee on food mat- 
ters, and submitted to the Ministry of Food, were before the 
meeting. The thanks of the Council were expressed to the mem- 
bers of the Committee for the evidence submitted. (Appendices 
“B” and “C.”) 

Min, 111. Hospital Administration—It was agreed that, sub- 
ject to minor amendments, the memorandum be submitted to the 
Committee on Hospital Administration of the Central Health 
Services Council. (Appendix “ D.”) 

Min. 112. Chiropodisis——A letter dated November 1|1th from the 
Ministry of Health was received inviting the Society to appoint 
representatives to discuss the evidence with the Committee con- 
sidering the matter on Friday, December 16th. It was agreed that 
the President (Dr. H. C. Maurice Williams), Chairman of Council 
(Sir Allen Daley), and the drafters of the memorandum of evidence 
represent the Society on this occasion. (Appendix “ E.”) 

Min. 118. Grants to Groups—It was resolved that the recom- 
mendation contained in this paragraph be referred to the Hon. 
Treasurer to consider in consultation with representatives of the 
various groups of the Society. : 

Min. 120. Industrial Health Service—The Council received a 
report of a discussion between Drs. Gregg, Vaughan-Jones, Hill and 
Macrae (B.M.A.) and Dr. Greenwood Wilson and the Executive 
Secretary regarding the Society’s proposed evidence for the Dale 
Committee, in the light of the agreement between the Association 
and the Society as to medico-political action. It had been agreed 
that the Association would not stand in the way of the Society 
expressing its own views, but it had asked that Dr. Vaughan-Jones 
should be able to speak to the Council on this subject before the 
draft evidence was finally approved. 

Dr. Vaughan-Jones attended the meeting and explained why the 
B.M.A. was not prepared to go into detail as to the organisation of 
a comprehensive health service for industry at this stage. They 
would prefer that the Society likewise should not tie itself to a 
detailed scheme in which local authorities would be responsible for 
local administration. 

The Council, however, whilst expressing appreciation of Dr. 
Vaughan-Jones’s exposition, decided that the Society’s evidence 
should be on the lines of the draft circulated. 

Min. 121. Medical Administration.—Consideration of Prof. Parry’s 
document was referred to the General Purposes Committee. 

Min. 122. Industrial Diseases—Dr. C. K. Cullen reported that 
he had been in consultation with the Tuberculosis Group Committee 
and Dr. Harley Williams with regard to the evidence to be submitted 
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to the Ministry of National Insurance Injuries Advisory Council, 
and that it was suggested that the Society should not submit 
evidence on its own account, but that it should associate itself 
with the evidence to be submitted by the British Medical Association. 

Min. 123. Tuberculosis Association.—A letter dated November 
8th had been received from the Tuberculosis Association stating that 
it had been decided that a meeting to be called the London Confer- 
ence on Diseases of the Chest should be held in the month of 
September during the Festival of Britain in 1951. The Society 
was asked to appoint two delegates to the Executive Committee 
concerned in making the necessary arrangements in addition to the 
President and Executive Secretary, who would be ex-officio members 
of the Committee. It was resolved that Drs. C. K. Cullen and H. D. 
Chalke should represent the Council. 

8. Tuberculosis Group B.M.A. (See G.P. Min. 77, P.H., October). 
The Executive Secretary reported a letter from Dr. Stuart Laidlaw 
(Glasgow) with regard to membership of the Tuberculosis. and 
Diseases of the Chest Group, B.M.A. Dr. Laidlaw had been informed 
that the original intention of the new B.M.A. Group was to give 
chest physicians a negotiating voice in the B.M.A. and a method of 
obtaining representation on the Central Specialists and Consultants 
Committee. 

A letter dated November 21st from the B.M.A. was received. ‘The 
Council decided to nominate two members to be co-opted on to the 
Committee of the new Group. It was resolved that Drs. F. Hall 
and Stuart Laidlaw be nominated. 

9. Refresher Courses (See G.P. Min. 80, P.H., October).—It was 
reported that over 250 M.O.H.s of county districts had applied for 
places on the refresher course arranged by the County District 
Group. A further course would be held in November, 1950. 

10. The Food and Drugs Act, 1938 ; Model By-laws (See G.P. Min. 
85, P.H., October)—The Model By-laws issued by the Ministry of 
Food under the Food and Drugs Act, 1938, were received. It was 
noticed that these differed slightly from the second draft, which 
was the subject of recommendations for amendment by the Society. 
Many of the points made to the Ministry had been mentioned, 
however, in the circular accompanying the Model By-laws. 

11. Ice-Cream Registration—The Tuberculosis Group had consi- 
dered correspondence from Dr. J. Menzies Cormack (Glos. Comb. Dis- 
tricts) which had been published in the journal and which had 
referred to the lack of any legislation to permit refusal of an 
application by an individual to be registered as a manufacturer, 
dealer or vendor of ice cream on the grounds that he was tuber- 
culous. The Group wished the Council to know of their interest 
in this matter and particularly that two members of the Group 
had agreed to conduct an experiment into the contamination of ice 
cream by tubercle bacilli. 

12. Dressed Crab.—It was reported that an enquiry had been re- 
ceived from the Ministry of Food regarding the proposal for a 
statutory standard for dressed crab, and it had been referred to the 
Standing Sub-committee appointed to deal with food matters. 

13. Rubella—A letter dated October 27th from Sir Wilson 
Jameson was reported as follows: — 

Dear Mr. Elliston, 

During recent years, at the request of this Department, a 
number of medical officers of health have been collecting informa- 
tion regarding the relationship alleged to exist between the occur- 
rence of rubella in women in the early part of pregnancies and 
the occurrence in children of certain congenital defects. The 
results of these enquiries, while not conclusive, warrant, I think, 
more widespread investigation. 

It seems to me that the most suitable body to organise such 
an investigation is the Council of the Society of Medical Officers 
of Health. If this suggestion appeals to the Council I should 
be glad to arrange for an informal discussion between representa- 
tives of the Society and medical officers of this Department who 
have been concerned in the matter. 

Yours sincerely, 
(Sgd.) Witson JAMEson. 


It was agreed that the Society should organise an investigation 
on behalf of the Ministry of Health and the following were nomi- 
nated to discuss the matter further with the Ministry's officers: 

The President, 

The Chairman of Council, 

The Chairman of General Purposes Committee, 

Representative of M. & C.W. Group, 

Representative of School Health Service Group, 

Representative of Fever Hospital Group. 

14. Isolation Techniques and Nursing Procedures for Infectious 
Cases.—The Executive Secretary drew the attention of the Committee 
to an article in the American Journal of Public Health which dis- 
cussed the problems of hospitalisation of cases of communicable 
disease affecting the hospital administrator and the public health 
officer. The article recommended the setting up of a Committee 
of Enquiry to consider simplifying the physical requirements for 
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isolation units in a general hospital. It was suggested that the 
Society should consider this question as it affects hospitals in this 
country. 

It was resolved to take no action in the matter since it was 
understood that the Medical Research Council was already dealing 
with the matter. 

15. Travelling Expenses of Relatives Visiting Hospital Patients — 
A resolut.on trom ihe East Midland Branch on the question of 
travelling expenses of relatives visiting patients in hospital was 
relerred to the General Purposes Committee for consideration. 

16. Groups of Causes of Death.—A letter dated November 12th 
from Dr. Godber, of the Ministry of Health, was received, stating 
that the Reg.strar-General would be modifying the list of 36 groups 
of causes ot death which is sent to M.O.H.s tor their own districts 
each year. The revision was necessary owing to the introduction 
of the revised International Statistical Classification of Diseases, 
Injuries and Causes of Death. The Ministry of Health wished to 
know whether the Society would like to suggest alterations. 

The revised list was examined and it was agreed that it was 
acceptable without any alteration, as follows: — 
Intermediate 

List Nos. 

A 


Present 
Nos. 
Tuberculos's, respiratory 
Tuberculosis, other forms 
Syphilitic disease 
Diphtheria 
Whooping Cough 
Meningococcal infections 
Acute poliomyelitis 
Measles 
Other infective and parasitic 
Malignant neoplasm of stomach 


w 

c 


A32 
Rest of Al-43 
A46 


ASO 

ASI 

A52-53 
Rest of A44-57 
A63 
A70 


” other sites 
Vacular lesions of central nervous system 
Coronary disease and angina (420) ... 
Myocardial degeneration and hyperten- \ 

sive heart (422, 440-443) S 
Other heart disease 
Other circulatory disease 
Influenza 
Pneumonia 
Bronchitis 
Other respiratory disease <p 
Ulcer of stomach and duodenu 
Gastroenteritis and colitis 
Intestinal obstruction and hernia 
Prostatic hyperplasia... 
Pregnancy, childbirth, abortio 
Congenital malformations 
Other defined and ill-defined diseases Rest of Al-137 
Road traffic accidents... AE138-139 
Accidental falls ... AEI41 
Suicide AE148 
Other violent causes... as Rest of AE 35 pt. 

17. Smallpox Consultants.—A resolution from the County District 
Group regarding the method of calling out Smallpox Consultants 
was referred to the General Purposes Committee for consideration. 

18. Representation of the Society —The following were elected : — 

(a) National Association for Mental Health.—Prof. J. M. 
Mackintosh. 

(b) Royal Sanitary Institute Health Congress, 1950.—The President 
and Executive Secretary. 

(c) Joint Tuberculosis Council—Dr. F. Hall. 

19. Election of Committees for 1949-50:— 

(a) General Purposes Committee.—The following were appointed : — 
Prof. R. H. Parry (President), Sir Allen Daley (Chairman of Council), 
Dr. F. Hall (Vice-President), Prof. J. Johnstone Jervis (Vice-President), 
Dr. James Fenton (Hon. Treas.), Dr. C. Metcalfe Brown, Dr. G. F. 
Buchan, Dr. W. G. Clark, Dr. C. K. Cullen, Dr. Miriam Florentin, 
Prof. W. M. Frazer, Dr. J. M. Gibson, Dr. C. E. Herington, Dr. M. 
Mitman, Dr. A. A. E. Newth, Dr. H. Paul, Dr. J. A. Stirling, Mr. 
A. Gordon Taylor, v.p.s., Dr. H. C. Maurice Williams. 

The G.P. Committee was asked to consider the question of its 
constitution and future size and to co-opt one member to fill the 
vacancy caused by Dr. Bullough’s withdrawal. Drs. Brockington 
and Chalke were nominated 

(b) Journal Committee—Dr. C. Fraser Brockington, Dr. GF. 
Buchan, Sir Allen Daley, Dr. Tames Fenton, Dr. F. Hall, Prof. 
J. Tohnstone Tervis, Dr. R. H. H. Jolly, Prof. R. M. F. Picken, Dr. 
E. W. Caryl Thomas. 
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(c) Standing Sub-c to deal with Food Matters.—Dr. F. A. 
Belam, Dr. W. R. Martine, Dr. F. M. Day, Dr. A. J. Shinnie, Dr. 
Charles White. 

20. Appointment of Neech Prize Assessors.—The question of the 
appointment of Neech Prize assessors was referred to the General 
Purposes Committee. 

There being no other business the Council rose at 1.15 p.m. 


AppPeENDIX A. 
GeneraL Purposes CoMMITTEE 


A meeting of the Committee was held jn Committee Room B, 
Tavistock House, W.C.1, on Friday, October 21st, 1949, at 10 a.m. 

102. Present: Dr. J. M. Gibson (Chairman), the President (Dr. 
H. C. Maurice Williams), Drs. C. Metcalfe Brown, W. G. Clark, C. K. 
Cullen, J. Fenton, Miriam Florentin, F. Hall, R. H. H. Jolly, Maurice 
Mitman, A. A. E. Newth, Prof. R. H. Parry, Dr. J. A. Stirling and 
Mr. A. Gordon Taylor, L.p.s. 

Apologies for absence were received from Sir Allen Daley, Prof. 
W. M. Frazer, Dr. C. Herington, Prof. J. Johnstone Jervis and 
Dr. Hugh Paul. 

103. Minutes of the last meeting held on July 8th, 1949 (published 
in P.H., October, p. 13), were confirmed and signed by the Chairman. 

104. Training of Health Visitors (Min. 68) 

(a) The report of the meeting of the Liaison Committee held on 
September 29th was received. It was resolved that the conclusions and 
recommendations be circulated to all Branches and Groups and 
that they be asked to forward their observations within two months 
for consideration by a special sub-committee. 

(b) A request was received from the M. & C.W. Group for the 
appointment of a representative of that Group to serve on the Liaison 
Committee. It was agreed that when a further meeting was held 
specifically to consider the training of health visitors a member 
of the M. & C.W. Group should be asked to attend as an observer. 

105. Salaries and Conditions of Service 

(a) Whitley Medical Functional Council—The B.M.A. had been 
endeavouring to obtain from the Ministry of Health information 
as to the reasons for delay in setting up the Whitley Medical 
Functional Council, which was believed to be due to further discus- 
sions which were taking place between the Ministry and local 
authorities on the proposed machinery. 

(b) Dental Whitley Council.—Representatives of the Dental Officers 
Group attended with those of the B.D.A. and other associations a 
conference with officers of the Ministry of Health to elucidate 
the proposals for Dental Whitley Machinery. It seemed that the 
B.D.A. were now inclined to enter this machinery. Mr. Gordon 
Taylor said, however, that there were still doubts in the minds of 
the other Dental Associations. 

(c) Medical Officers and Medical Superintendents of Hospitals.— 
Following the meeting of the Council on September 16th the Medical 
Officer published the advice of the Council that medical officers 
who were asked to sign contracts as Senior Hospital Medical Officers 
should refuse to sign until the question of grading had been further 
negotiated through the B.M.A. The B.M.J. Supplement of October 
Ist had also published this advice. Negotiations were in progress 
between the B.M.A. and the Ministry of Health to improve the 
appeals machinery in connection with grading throughout the 
profession. 

106. British Medical Guild.—A letter was reported asking that the 
Society should aga‘n consider the question of contributions to be 
made by members of the public health service to the British Medical 
Guild. It was resolved that the B.M.A. be informed that the Council 
of the Society would be recommended to ask members to make a 
contribution on a similar bass to that of the consultants and 
specialists and that such contributions should go straight to the 
central fund. It was hoped that in this way encouragement would 
be given to other branches of the profession eventually to make 
their contributions to the one central fund. 

107. Information on Patients Discharged from Hospital.—A letter 
dated July 8th, received from the Ministry of Health, was reported. 
The writer of the letter, Dr. Godber, attended the meeting in order 
to assist in the discuss’on of the Ministry's proposals for the trans- 
mission of information from hospitals to medical officers of health. 
The proposals were discussed at some length and Dr. Godber stated 
that amendments would be made before proposals were sent out 
to the regional hosp‘tal boards and management committees in the 
form of instructions. 

Tuberculosis was not included in the original document and the 
suggestion of the Committee was that infectious disease wherever 
mentioned in the document should be held to include tuberculosis. 
It was also suggested that further separate consideration should be 
given to tuberculosis in view of Dr. Godber’s statement that Tuber- 
culos's Regulations, 1930, had in practice lapsed. 

108. Functions of Medical Officers of Health.—Arising from G.P.C. 
Min. 84 (e) (P.H., October), the County District Group has passed 
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a resolution to the effect that a medical officer of health of one of 
the sanitary authorities within the area ot a hospital group should 
have a statutory place on its Management Committee. 

The Group teit that the local medical officer of health could give 
considerable assistance to the Hospital Management Group through 
his knowledge of the environmental conditions in the area. It was 
resolved to take no action at present on this resolution. 

109. Decentratisation of Functions Under Part Ill of the National 
Health Service Act.—The report and analysis of the replies received 
from the questionnaire which had been sent to all county medical 
officers of health was received. This report had been torwarded 
to the County District Group and the County Medical Officers of 
Health Group for their consideration. 

110. Standing Sub-committee—The Standing Sub-committee 
appointed to deai with food matters during the recess was considering 
enquiries received trom the Ministry of Food regarding meat products 
and meat inspection. The Ministry had also requested comments 
upon the proposed statutory standard for processed cheese. The Sub- 
committee had considered these proposals and the Ministry’s atten- 
tion had been drawn to the use of the word “Pimento” in con- 
nection with the flavouring of processed cheese. It had been pointed 
out that there were two commodities sold under this name but 
that it was the fruit of the garden pepper, commonly called 
“ Pimiento,” which was used for flavouring cheese. 

111. Hospital Administration.—The Executive Secretary had been 
advised that as a matter of principle no account of the meeting be- 
tween the Special Committee of the Central Health Services Council 
and representatives of the Society must appear in print. Evidence 
in support of the views already given to the C.H.S.C. was now being 
dratted. 

112. Demand for, Training and Qualifications of Almoners, Speech 
Therapists and Chiropodists—The special sub-committee appointed 
to consider the evidence to be submitted on Almoners had prepared 
recommendations for the consideration of the Committee. They 
had also considered the evidence on Speech Therapists and 
Chiropodists. The evidence on Almoners and Chiropodists was 
agreed. With regard to Speech Therapists it was resolved that 
Sir Allen Daley’s comments should be incorporated and that Sir 
Allen and Dr. Newth should consider and approve the amended 
suggestions before they were forwarded to the Ministry. 

113. Weighing Machines.—Drs. Newth and Hilda Davies had 
attended a meeting at the British Standards Institution at which 
consideration had been given to the establishment of a statutory 
standard for measuring machines for height and weight of children 
for use in schools. 

114. Printing.—The Executive Secretary reported that the proof of 
the Roll of Members had now been received from the printers and 
had been corrected up to March 3lst only. A new schedule for 
the printing of Public Health had been agreed and it was hoped 
that this revised schedule would provide for prompt delivery of the 
journal in future. 

11S. School Health Service Group.—A resolution was received from 
the Council of the School Health Service Group regretting that the 
Council of the Society took no action, other than “ noting” in 
regard to the circular letter sent by the Secretaries of the A.M.C., 
A.E.C. and C.C.A. to Directors of Education asking them to forbid 
School Medical Officers to respond to the letter from the Public 
Dental Officers Group of the B.D.A., which sought information 
about salaries of Dental Officers. The Group Council drew atten- 
tion to Regulation 43 of the Handicapped Pupils and School Health 
Service Regulations, 1945. 

It was resolved that no action should be taken on this resolution. 

116. Labelling of Food Order, 1946, and Food Standards.—Two 
letters dated July 29th and August 11th had been received from the 
Ministry of Food in which were set out the future arrangements to 
be made following the revocation of the Ministry’s control orders 
which regulate the composition of foods and the proposals for the 
amending and consolidation of the Labelling of Food Order, 1946. 

117. Food and Drugs Act, 1938—Food Poisoning —The Executive 
Secretary submitted correspondence between Ealing Borough Council, 
the Ministry of Health and the A.M.C. with regard to the suggested 
notification by telephone of cases of food poisoning. The Com- 
mittee did not feel that they could take any action in this matter. 

118. Report of the Honorary Treasurer 

(a) Repayment of Metropolitan 24% Stock.—The Honorary Treas- 
urer reported that the Society's holding of £514 16s. Metropolitan 
24%, Stock was paid off at par on September Ist, 1949. He felt 
that as the subscription rates had recently been raised and the 
current session’s subscriptions were now being received, the capital 
sum of £500 could be reinvested. This was approved. 

(b) Capitation Grants.—The Honorary Treasurer reported that in 
considering the grants his attention had been drawn to an apparent 
anomaly in the methods of payment of capitation grants to Groups 
and Branches. It was resolved to recommend that in future Groups 
be paid at the same rate as Branches. 
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The Honorary Treasurer drew the attention of the Committee 
to a further difficulty. Members were able to belong to more than 
one Group but only one capitation grant could be made from the 
central funds in respect of each member. The difficulty arose 
from the fact that it was impossible to assess accurately the 
amount of overlapping of membership between the various Groups. 
He suggested that to overcome this difficulty a lump sum equivalent 
to 2s. 6d. per head for each member of the Society whose subscrip- 
tion was fully paid and who belonged to a Group should be allocated 
for Group allowances. This sum would be divided amongst the 
Groups proportionately to their membership. 

_ This suggestion was approved in principle and the Honorary 
Treasurer was asked to report to the next meeting of the Council. ~ 

(c) Staff—It was reported that owing to increase in work due to 
refresher courses, increase in Group activities, and the very large 
number of enquiries from Government Departments, the Executive 
Secretary considered it essential that a junior shorthand typist 
should be engaged. This was agreed. 

119. Illegal Entry.—The Executive Secretary reported that during 
the week-end July 16th-17th illegal entry had been made into the 
Society's office and a cashbox containing stamps and cash belonging 
to the Society to a total value of £7 19s. 11d. had been stolen. It was 
resolved that the amount of £7 19s. Ild. be written off as irre- 
coverable. 

120. Industrial Health Service—It was reported that an invitation 
had been received from the Dale Committee on Industrial Health 
Services for written evidence from the Society. Draft proposals had 
been prepared and it was resolved that they be considered at the 
November meeting of the Council. 

121. Medical Admuinistration.—It was verbally reported that a 
second meeting of the special sub-committee had been held on the 
preceding afternoon and a good deal of progress had been made in 
crystallising ideas on this subject. 

122. Industrial Injuries. —A letter dated October 12th had been re- 
ceived from the Ministry of National Insurance Industrial Injuries 
Advisory Council asking if the Society desired to submit evidence 
regarding the advisability of prescribing tuberculosis as an industrial 
disease in relation to nurses and other classes of health worker. It 
was resolved that Dr. C. K. Cullen in consultation with Dr. Harley 
Williams should prepare evidence for submission. 

123. Representation of the Society—The following were ap- 
pointed : — 

(a) The Public Works, Roads and Transport Congress Council. 
The President (Dr. H. C. Maurice Williams). 

(b) Conference on Tuberculosis and Diseases of the Chest, 1951, 
to be organised by the British Tuberculosis Association. Considera- 
tion was referred to the Council. 

124. Ministry of Health Circular, 14/49.—It was reported that the 
Ministry had now held a conference with the Association's local 
authorities, as a result of which it was presumed that Circular 14/49 
would be withdrawn or re-issued in a revised form. 

125. Annual Reports of Medical Officers of Health—A member of 
the Society wrote to protest against the action taken by the Ministry 
of Health in sending through the County Medical Officer of the 
county in which his borough was situated, an enquiry about late 
publication of his annual report for 1948, specifically drawing atten- 
tion to Section 109 of the Local Government Act, 1933. He regarded 
this as a veiled threat. The Committee did not feel inclined to 
recommend any action in this matter. 


Appenpix B. 


Evipence SuBMITTED To THE MINISTRY OF Foop’'s 
Workinc Party on Meat Propucts 


1. Section 14 of the Food and Drugs Act, 1938, makes it an 
offence to use any premises for the preparation or manufacture of 
sausages or potted, pressed, pickled or preserved food intended for 
human consumption unless such premises are registered for that 
purpose by the local authority. . 

2. Upon the application of the occupier the local authority must 
register the premises unless the premises do not satisfy the require- 
ments of Section 13 of the Food and Drugs Act or are otherwise 
unsuitable for use for the purpose for which they are being used 
or are proposed to be used. 

3. This enactment places local authorities in a fairly strong 
position in dealing with premises used for the purposes set out in 
the section, particularly where a new business is concerned. It is 
suggested, however, that the section should be extended to cover 
ail premises where cooked meat (including pie-making) is manu- 
factured for sale. 

4. In the case of an established business, registration should 
be automatic but provisional. Such registration should be renewed 
annually until the premises are awarded full registration. In the 
case of a new business, it should be an offence to use the premises 
for preparation or manufacture until they have been registered. 
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5. A local authority may refuse to register if it appears to 
them that the premises do not comply with Section 13 or are other- 
wise unsuitable for the purpose. The provisions of Section 13, 
which apply to premises used for the preparation and storage of 
food generally, are fairly wide, but it is felt that when applied to 
premises used for preparation and sale of meat products there are 
certain directions in which they should not be extended. 


6. For instance, it should be obligatory upon every occupier 
to provide a constant supply of hot water for the use of persons 
employed. The section as now enacted requires “a sufficient 
supply . . . of clean water, both hot and cold... .” It is suggested 
that this wording is too vague and should be made more specific. 
This hot water supply should be provided over a wash basin and 
~ separate from any supply provided for the cleansing of utensils, 

_7. A constant supply of hot water with properly fitted sink or 
sinks should be provided also for cleansing and sterilising of 
apparatus, utensils, etc., in the preparation room, in additon to the 
supply of hot water for hand washing. 

_ 8. Other points not provided for by Section 13 to which con- 
sideration might be given are :— 

(i) A minimum height of not less than 8 ft. 6 in. should be 
required for rooms used for kitchens and food preparation. 


(ii) A requirement that the floor and walls shall be of 
solid and impervious construction, finished with a smooth sur- 
face to facilitate cleaning. 

(iii) A provision that ceilings shall be so constructed as to 
be easily cleansed, dustproof and vermin and weatherproof. 

(iv) The woodwork in the rooms to be kept to a minimum and 
shelves and racks fitted with sufficient clearance from walls to 
eliminate harbourage for vermin. 

(v) Suitable and sufficient cloakroom and sanitary accommo 
dation to be prov'ded and all domestic and other operations 
not connected with the conduct of the business prohibited in 
rooms used for the preparation and storage of food. 


(vi) All foodstuffs, when not actually undergoing the process 
of manufacture or preparation, shall as far as is practicable be 
kept covered, such covers to be dust and insect proof, and 
suitable and sufficient accommodation for the storage of food 
shall be provided. 

9. It is suggested that the manufacture of meat products in base- 
ments should be prohibited. It may be that the expression “ other- 
wise suitable” is sufficiently wide to enable a local authority to 
register basement premises, but the Working Party may feel that 
consideration should be given to whether such prohibition should 
be specific. 

10. The further suggestion is put forward that the preparation, 
manufacture or storage of food not intended for human consump- 
tion (e.g., animal feed ng-stuffs) in premises used for the preparation, 
manufacture or storage of meat products for human consumption 
should be prohibited. (To illustrate this point, an instance has 
recently come to light where dog food was being manufactured 
from meat products in a cooked meat factory.) 


Il. It is appreciated that however comprehensive Regulations, 
By-laws or even Acts of Parliament may be, the individual engaged 
in the preparation of food must be taken into account. With this 
in view it is suggested that the Working Party should consider : — 


A. How can both employers and employees in the food 
manufacturing and catering trades be made to appreciate the 
responsibility of the individual in food hygiene and how can 
simple instructions be given? (The individual who through 
carelessness gives rise to a fatal case of food poisoning is really 
morally guilty of manslaughter just as much as the careless 
motorist who kills a person with his car.) 


B. The issue of recommendations, supplementary to legis- 
lation, in regard to hygiene in the food manufacturing and 
cater'ng trades. Such recommendations could be much more 
detailed than legislation. They would form a “code of prac- 
tice” compliance with which medical officers of health and 
sanitary inspectors could require, as far as practicable, in their 
areas. Though not legally enforceable they would provide a 
basis of judgment in regard to registration of premises, and 
they would carry weight with manufacturers and caterers and 
also with magistrates in cases of legal proceedings under exist- 
ing legislat‘on. Such recommendations would also promote a 
reasonable degree of uniformity in the standards imposed in 
various parts of the country, while allowing sufficient elasticity 
for adjustments to meet local conditions. 


Appenpix C. 


EVipeNce SUBMITTED TO THE INTERDEPARTMENTAL COMMITTEE 
ON Meat INspecTion 


Terms of Reference (l}—Review of Memo. 62, Foods of 1922. 

It is suggested that the amendments and alterations set out below 
are desirable and should receive consideration in any review of 
Memo. 62/Foods. 

Page 3.“ D”—Method of Examination of Carcases. Section I (2). 
The routine examination recommended is satisiactory for young 
animals, but in the case of old cows (eight to ten years old) and 
bulls there should be a routine examination of all lymphatic glands 
enumerated in Section IIL (2) because tuberculosis is so common in 
such animals. 

Page 6. Section IV—B—Head. It is suggested that it is not 
always reasonable to condemn both the head and the tongue if 
any lymphatic glands of the head are affected. Some discretion 
should be allowed to the inspector. This should apply in the case 
of actinomycosis as well as tuberculosis. 

Page 7. Section V—A. 6 and 7. It is understood that several 
weeks storage at 20° F. will certainly destroy cysticercus bovis and 
that a rather lower temperature will destroy cysticercus cellulose. 
Provision should be made in the memorandum tor action on these 
lines. 

20.—Mammitis, acute septic.—_Might this not include quite local 
sepsis not affecting the general health of the animal and not giving 
rise to a septicaemia, and would it be really necessary to condemn 
the whole carcase in such a case ? 

Page 8. Section V—A. Enteritis should be added to the list of 
diseases and conditions included under Section V—A. 

Section V—B. Would it not be possible to permit the condem- 
nation of part of an organ only in, for example, cases of liver fluke, 
cysticercus tenuicollis and strongyli ? 

Generally —The memorandum should induce a reference to the 
need of cleanliness of all cloths, butchers’ knives, etc. 

Terms of Reference (Il}—Memo. 62 Foods—-? whether statutory 
authority should be given to. 

It is suggested that, if statutory regulations along the lines of 
Memo. 62 Foods are introduced, there should be published in addi- 
tion a new and up-to-date memorandum providing guidance tor 
meat inspectors, butchers, etc. 

Terms of Reference (U11}—Compu!sory inspection of home-killed 
meat at the place of slaughter. 

Whilst the present system of centralised slaughtering is continued 
the inspection of home-killed meat at the place of slaughter can be 
made compulsory in England and Wales. — Statutory authority 
should be included in the revised Regulations and should embrace 
all meat intended for human consumption, whether for sale or not. 

The inspection of all home-killed meat should be made compulsory 
and this should include horseflesh. 

All meat should be marked as inspected and the stamp should 
denote the source and origin. Better facilities for inspection should 
be provided in abattoirs, e¢.g., tables, lighting, laboratory facilities. 

Terms of Reference (IV}—Necessity for revision of Public Health 
(Meat Regulations) 1924, 48. 

Part I. The definition of “ meat” 
whalemeat. 

Part I. Para. 13. Inflation of carcases should be 
Clothing and equipment of slaughtermen to be clean. 

Part HI. Meat marking should be made compulsory both for 
horseflesh as well as ordinary meat and offal. A uniform mark and 
colour to be adopted for the whole country and mark to denote 
source of origin. 

Part V. Shops and stores should have a constant supply of hot 
and cold running water and towels and soap. Meat should not be 
retailed from shops with open fronts. On retail sale meat should 
be wrapped in a clean greaseproof wrapper. 

There should be a requirement that rooms should be adequately 
lighted by natural or artificial means. (A place that is never well 
lighted is never really clean.) 

Stalls—Meat should not be retailed from any premises that do 
not conform with the requirements of Section 13 of the Food and 
Drugs Act, 1938, or the part in the proposed Regulations dealing 
with shops. 

art VI. All vehicles used for the conveyance of meat should be 
specially constructed for that purpose, providing therein for the 
proper hang'ng of carcase meat in transit and the carriage of offals 
in separate containers. 

In cases where it is not possible for carcase meat to be hung the 
meat should be adequately wrapped to protect it against contamina- 
tion. 

The requirement that a person carrying meat shall wear a clean, 
washable head covering and overall should not apply only in places 
where meat is sold by wholesale and in meat stores, but should be 
extended to apply to persons distributing meat to retailers and to 


should include horseflesh and 
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retailers themselves; so far as overalls are concerned, in all cases, 
and with the addition of a head covering whenever meat is carried 
on the shoulder. 

Terms of Reference (V)—Qualificatons and training of persons 
engaged in meat inspection. 

the diseases of animals communicable to man are not numerous 
and it is possible to exaggerate the amount of technical knowledge 
of animal pathology which a man requires in order to be an eth- 
cient meat inspector. It certainly is not necessary to have the 
training of a veterinary surgeon except in relauion to the inspection 
of live animals prior to slaughter. Meat inspection is largeiy post- 
mortem examination. A veterinary surgeon is not necessarily an 
expert in post-mortem examinations ot animals any more than a 
general medical practitioner is necessarily an expert in post-mortem 
examinations of human beings. Special training and above all 
experience are essential in both cases. Great importance is 
attached to ante-mortem inspection and that is the field of the veter 
inary surgeon, but thereafter meat inspection can be carried out 
quite eficiently by non-veterinary inspectors. 

It would be an advantage to have available a veterinary patho 
logist to whom difficulties in diagnosis could be referred. 

But the meat inspector (veterinary or other) needs very thorough 
training, particularly practical training. 

It is obvious that a meat inspector should have an adequate 
knowledge of hygiene, but it is doubtful whether it is really neces 
sary for him to have qualified as a sanitary inspector before he 
may sit for the meat inspector’s examination and the time might 
be spent better in obtaining more practical experience in meat 
inspection. For this purpose the meat inspector's course should 
include compulsory attendance day by day tor a prescribed period 
in a busy slaughterhouse, where he sees live animals as well as dead 
ones, and can be taught the essentials of ante-mortem inspection. 

It is suggested, therefore, that an intelligent layman can be 
trained to be a thoroughly efficient meat inspector. He must have 
a sound knowledge of the principles of hygiene ; the practical side 
of his training should be emphasised and extended, and the stan- 
dard of the qualifying examination should be very high on the 
practical side ; meat inspectors should be on the staff of the medical 
officer of health, who is required to be aware of all the factors 
affecting health in his district. 

Terms of Reference (V1)—-Public Health (Imported Food) Regu- 
lations. 

It is obvious that the inspection of imported meat is limited in 
value by the fact that the animal is not seen as a whole; certain 
parts are not shipped and it is not possible to relate the parts that 
are shipped to one another. It is necessary, therefore, to depend 
very largely on the standard of inspection in the country of origin 
of the meat. 

It is important, however, that the criteria in accordance with 
which the Official Certificate may be issued should be such as will 
be acknowledged as reasonable in the exporting country, otherwise 
they will not be strictly observed. For example, experience has 
shown that when the whole carcase of a sheep was rejected if a 
single focus of caseous lymphadenitis was found, the mutton ex- 
porting countries did not regard it as reasonable and proceeded 
to export such mutton in cuts, boned or in tins, : 

“Scrap Meat.” The definition of * scrap meat” is unsatisfactory. 
A. skilled inspector can identify almost any piece of meat with a 
definite part of a carcase. 

Except in times of national emergency boneless meat should not 
he imported. 

Ideally, nothing less than a whole carcase of mutton or pork or 
anything less than a quarter of beef should be imported ; then it 
would be possible to make a check inspection of some value. 

If the inspection of imported meat for disease is to be of any 
value, the inspector must be given some chance. At present he 
can only inspect the best meat for disease. The poorer the quality 
the less chance of useful inspection there is. 

This, of course, refers only to disease. Imported meat has also to 
be examined for deterioration during transport and storage—decom- 
position, brine staining, moulds, bone-taint, ete. 


Aprenpix D. 
Tne Retation or THE Recionat Hospi Boarps 10 Loca 
AUTHORITIES 

Written statement in support of the verbal interview of the Society's 
representatives by the Hospital Adminstration Committee of the 
Central Health Services Council. 

A. Perhaps it is not generally appreciated that local health 
authorities have other responsibilities and duties than those placed 
upon them by the National Health Service Act. For example, they 
are usually the Education Authorities and therefore responsible for 
the school health services. In the case of county boroughs and 
local sanitarv authorities they have responsibility for housing and 
for the ascertainment and control of infectious disease, in which 
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tuberculosis is one of the greatest problems ; and, as welfare authori- 
ties, for administering certa.n sections of the National Assistance 
Act. In considering, theretore, the relationship between Regional 
Hospital Boards and docal authorities, the interests of the latter 
in other matters than are w.thin the ambit of the National Health 
Service Act should always be borne in mind. In accordance with 
the Ministry of Health Memorandum of 1925 and the Sanitary 
Officers (Outside London) Regulations, 1935, the medical officer ot 
health of a local authority “ should endeavour to acquire an accurate 
knowledge of the influences, so€ial, «environmental and industrial, 
in the area, and of the agencies, official and unofficial, whose 
help can be invoked in amel.oration of such influences.” If 
he is to carry out these duties effectively he must have co-operation 
and all possible assistance from the official agencies—Kegional 
Hospital Boards and Hospital Management Committees in particular 
—which are concerned with “amelioration of such influences.” It 
is of the utmost importance, for example, that should an outbreak 
of food poisoning occur in an institution or cases of infectious 
disease occur within the hospital precinct, information be made 
available to the Medical Officer of Health at the earliest possible 
moment in the interest of public health. 

B. The special responsibilities of local health authorities under 
the National Health Service Act should be of considerable interest 
to Reg’onal Hospital Boards and Hospital Management Committees. 
For example, home helps, home nursing, and provision of equipment 
for home nursing, make it possible for many sick people to be treated 
at home, which would be impossible without these facilities. Never- 
theless, conditions do exist and continually arise when it is impos- 
s:ble for a sick person to receive adequate medical and nursing 
treatment at home. Under the old order, the Relieving Officer had 
power to insist upon the acceptance of these cases by hospitals. 
This power no longer exists and Hospital Management Committees 
are at liberty to and do refuse cases without having the necessary 
knowledge regarding the conditions under which the sick person 
is living. This is surely a great defect in the Act. It is suggested, 
therefore, that one person in every hospital group ought to be given 
the power to insist on the acceptance of a patient by a hospital 
when conditions are impossible in the home, and the only experts 
who can certify are the family doctors, but the officers of the local 
health authority (district nurses, health visitors and sanitary inspec- 
tors) are often the first people to have knowledge of such cases. 
In effect, this recommendation means the establishment of an 
admission bureau in which the local medical profession and the 
local authority are represented, 

What has been said applies to sick cases in general. There are 
three types of cases which are of particular interest to the local 
health authority for reasons which are well known and need not be 
detailed here: — 

(a) Maternity. 
(b) Infectious disease, including tuberculosis. 
(c) Aged sick. 

D'fferent regions have worked out schemes of co-ordination which 
sometimes scem to operate effectively, but on the whole with varying 
degrees of efficiency according to the locality. It would be of great 
advantage if a minimum standard of co-operation was insisted upon 
between the bodies concerned in regard to these three particular 
ategories, 

In the Scottish Western Regional Board there is a nominated 
officer responsible in cach hospital group for the admission of mater- 
nity, infectious disease and tuberculosis cases. In Glasgow itself 
the Medical Officer of Health has been made the co-ordinating 
officer for all infectious diseases except tuberculosis, and the city’s 
senior assistant for maternity and child welfare arranges admissions 
to all the Glasgow maternity hospitals and has to decide the rele 
vant factors of social or medical grounds which demand confinement 
in hospital. These arrangements seem to be most successful. Such 
matters could, in some areas, be dealt with by an admission burean, 
as has already been suggested. The particular problem of tuber- 
culosis is of great importance. Specialists often feel that it is a 
waste of hospital beds to admit patients to hospital unless they 
have a chance of being effectively treated or cured. On the other 
hand, local health authorities are very concerned with the facilities 
for segregation of infectious cases. Invariably, in crowded homes, 
these cases are the source of new infections. It would be a more 
efficient scheme and ultimately more economical to the country 
if preventive services received priority in regard to hospital beds, 
particularly for open tuberculosis. At the present time this is a 
most serious problem, for the incidence of pulmonary tuberculosis 
is increasing—no doubt due to the failure to segregate infectious 
cases effectively. 

With regard to the aged sick, here again is a growing problem. 
The mixed institutions certa‘nly did serve a most useful purpose, 
and some medical officers of health feel very strongly that certain 
types of mixed institutions ought to be continued but placed under 
one administration. Thus, sick bays, with nursing facilities, ought 
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to be available at such institutions and be at the disposal of the 
local welfare authority, the number of sick beds being in proportion 
to the number of aged in the institution. It would be reasonable 
and economic to provide these om bays in relation to all homes 
and institutions for the aged; ohly the most serious cases should 
be transferred to hospitals to be under specialist care. 

C. There is another field where co-operation between Regional 
Hospital Boards, Hospital Management Committees and local health 
authorities can be improved, viz., in regard to case records. Hospi- 
tals should receive all possible clinical information, both from private 
doctors and from local health and education authorities in regard to 
cases admitted to hospitals. In some areas this is already taking 
place, for example, full ante-natal reports are usually forwarded 
to maternity hosp-tals. Similarly, it is of the utmost importance 
that information from the hospitals should be available to the 
local authority and to the medical officer of health. Examples of 
the kind of information expected of hospital authorities are as 
lollows: - 

(1) All informat‘on relative to the school child and the child 
under school age. It is generally agreed that the follow-up service 
by hea!th visitors and school nurses has done magnificent work in 
ra.sing the standard of health in our school children. To maintain 
this serv'ce records of all serious illnesses should be available to 
the school health and child welfare departments, so that the clinics 
and health visitors shall be made aware of the type of illness and its 
treatment at the hospitals. , 

In sickness which requires home nursing and equipment for 
the purpose on discharge from hospital, a brief record of the illness 
should be available to the Public Health Department. Naturally 
the supervision of all treatment will be under the family doctor and 
he will require full clinical notes. It will save time and improve 
the efficiency of the home nursing service if there is direct contact 
between the hospital and the home nurses. For patients requiring 
special type of equipment and after-care it is particularly important 
that this information should be forthcoming, as under Section 28 
of the National Health Service Act the local health authority has 
responsibility in the matter. i 

(3) In regard to tuberculosis, it is proposed that the dispensary 
organisation shall continue to operate as before the Act and the 
clinical chest physician will be responsible for some duties to the 
local health authority. Detailed arrangements should be organised 
locally to meet local needs. 

(4) Under Section 22 of the National Health Service Act, local 
health authorities have responsibility in regard to the care of mothers 
and young children and should receive full information regarding 
hospital confinements and progress of the baby. This is of par- 
ticular importance in regard to any complication and to the pre- 
mature child. In certain areas schemes have already been prepared. 
Copies of the scheme which is operated in Bristol will be available 
at the meeting. 

(Note—The Chief Medical Officer, Ministry of Health, has 
recently consulted the Society on the types of information which should 
be transmitted from the hospitals to medical officers of health with 
a view to advising Senior Administrative Medical Officers of the 
Regional Boards and, through them, local management committees.) 

Specialist Services. The provision of this service is the re- 
sponsibility of the Regional Hospital Board but it is now generally 
agreed that local health and education authorities have power to 
employ specialists for their particular services. Owing to the 
limited number available in certain areas there must naturally be 
co-operation between Regional Hospital Boards and local health 
authorities in making these appointments. The Society of Medical 
Officers of Health feel very strongly that the services of consultants 
in all branches of medicine should be made available to medical 
officers of health in the interest of preventive medicine. The duties 
of specialists would necessarily be advisory and there should be 
definite allocation of their time to serve local health and education 
authorities. 

E. Ophthalmic Services—We wish to bring the special case of the 
ophthalmic service to the notice of the committee. The Society 
feel that it was a mistake to remove this work from the school 
health service. The correction of visual defects and the provision 
of spectacles is so intimately connected with education that unless 
the two services are completely amalgamated it will be impossible 
to take proper care of the eyesight of our school population. Usually 
it is the teacher who becomes aware of the defect. He or she refers 
the child to the school clinic. This results in the provision of 
spectacles and in the school nurse, on her next visit, discussing the 
case with the teacher. The school medical officer decides the form 
of education suitable for the child. 

It has been said that a weakness in the scheme, which had 
otherwise operated successfully for so many years, was the varying 
degree of skill available for the correction of the defect. This could 
easily have been remedied by insisting on a higher standard of 
training of school doctors or the provision of specialists for the 
school ophthalmic service. The Society hopes that in future school 
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children can be given ophthalmic service in school clinics and 
that all information available will then be on the spot and available 
to the medical and nursing staff, who can make use of it freely 
in the schools in the interest of the child. 

F. The Society feels that closer contact between local health 
authorities and Regional Hospital Boards can also be obtained 
through different committees. It is not enough for medical officers 
of health to be appointed on advisory committees of Regional 
Hospital Boards. They should be members of the Boards so that 
they may have a word in the administrative machinery of hospitals 
in which already they have had so much experience. It is not 
necessary for more than a representation of medical officers of 
health to be appointed on to each Board. In this way the point 
of view of the health department will be brought in, with benefit, 
to both organisations. : 

Medical officers of health have already been appointed on to 
focal executive councils in a number of areas and many declare 
that th’s is a very useful contact and of value to the services. 

Many medical officers of health have been appointed on to the 
management committees of hospitals. It should be stated, how- 
ever, that the medical officer of health of the local authority—as 
distinct from the local health authority—is usually, in county areas, 
extremely interested in the local hospital, and as he has public health 
responsibilities for the area he should certainly be on the manage 
ment committee of that hospital. In the case, however, of large 
cities and counties it is placing too great a burden on the medical 
officer of health to expect him to serve personally on three or more 
committees. In one city at least the medical officer of health’s 
deputy and assistants serve on these committees, thus providing a 
link with the Public Health Department. 


E. 
Curropopists IN THE National Service 


Memorandum of Evidence by the Society of Medical Officers of 
Health submitted to the Committee set up by the Minister of 
Health and Secretary of State for Scotland to consider the Supply, 
Demand, Qualifications and Training of Chiropodists in the National 
Health Service and to make recommendations. 


Supply and Demand 
The question of the supply of chiropodists from the standpoint of 
numbers has no doubt already been the subject of evidence, and 
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it seems unnecessary that we should take personal responsibility for 
such statistics which can be obtained from more authoritative 
sources. 

We would, however, like to point out that there are two sources 
of supply :— 

1. Young people on leaving school or soon afterwards. 

2. People of more mature years, say in their twenties, who 
find themselves in jobs where advancement is likely to be slow— 
in other words, waiting tor dead men’s shoes—and who find 
their work uninteresting. 

If young people are to be recruited to chiropody in numbers 
more than at present, it may be found necessary to attract them 
in this way or in that to take up their studies on leaving school. 
If older people are to be attracted to chiropody it will be necessary 
to afford them considerable financial help, as otherwise it means 
they sacrifice a salary which for the two years’ course is in the 
region of £500 or £600. This is a high price to pay for a qualifica- 
tion which, after all, does not bring in a remuneration very much 
above what they may be earning at this age. 

In discussing which make the better chiropodists, those that 
come in early or those that come in later, we find that on the 
whole it is probably those that come in later who are preferable. 
They come to the subject with a deeper understanding of human 
nature, and, although they do not learn the theoretical side quite 
so quickly as the younger people, they probably are more influenced 
by it. 

With regard to the demand for chiropodists we can only say 
that up to this stage, and so far as the public services are concerned, 
demand outstrips supply. The effect of setting up a foot clinic 
or chiropody clinic is to find in the first place a demand which is 
in excess of the service provided, and at this stage increasing the 
service seems to tap still further larger demands. It is therefore 
difficult to assess what the saturation point would be. At this 
stage it would wise to think in terms of one per 100,000 population 
in industrial areas, but it should be fully recognised that this 
ratio might have to be increased in the light of further experience. 


Training 

The training at present takes two years. The students work on 
an average 30 hours per week in a 44-week year, and of the time 
devoted to their studies some 1,500 hours are spent in practical 
work. 

Training is whole-time and amongst other methods of easing 
the cost to the student the possibility of a part-time course extending 
over a longer period may be entertained. 

The basic training in chemistry, physics and biology takes from 
seven to eight hours over one academic year of 44 weeks. We find 
it would be of advantage if this basic training were taken in asso- 
ciation with other medical auxiliaries such as physiotherapists, 
and suggest that the school certificate should be so arranged that 
if these subjects were taken with the school certificate the student 
of chiropody could be exempted from them. Moreover, if this 
basic training were given for a larger number of students than 
chiropodists, it could be held at a large number of sub-centres 
and so cecrease the actual cost to the student, who would be saved 
both travelling and in some instances lodging. 

Training, other than the basic training in these elementary 
sciences, should be given preferably at hospitals which are training 
schools, not of necessity training schools for medical students. 
If these students were to mix with budding physiotherapists and 
pathological technicians, etc., it would enable them to learn a 
great deal apart from their academic lectures, and to understand 
the important part they play in the scheme of medical services as a 
whole, and, incidentally, the scope of their work. 

Equally, we find that some, at least a half, of their practical 
work could be undertaken at public clinics, provided that these 
clinics were adequately staffed by people capable of giving the 
necessary training and provided also that the number of students 
did not in fact mean that they were acting as dilutees. This would 
mean not only decreased costs by decreasing travel, etc., but would 
also give the student a firm introduction to what will be the kind 
of employment he is likely to undertake. 

We have considered the possibility of these students being paid 
for work jin public clinics as one means of making the cost less 
costly to the individual, but we would deprecate such a procedure 
and believe that financial assistance should be given in some other 
way. 

The basic training should be in a curriculum dealing with 
principles rather than data. The later training should be correlated 
and integrated with other training. In a teaching hospital there 
should be a liaison officer between the chiropody section and the 
rest of the hospital. This man could conveniently be the resident 
officer, houseman, or otherwise engaged in orthopaedics. He should 
be responsible for seeing that cases of cellulitis septicaemia are in 
fact demonstrated to these students so that these names, with 
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which they have to be familiar, are not just names out of a dic- 
tionary. If possible, the students should actually see cases of 
gangrene. We believe that only in this way can students be suitably 
tmpressed with the need for meticulous care to avoid such unhappy 
complications. 
Qualifications 

With regard to qualification we believe that no student should 
be allowed to quality under the age of 21 years, and that although 
students coming into school at an early age may in fact have 
completed the course and may have sat for an examination, this 
should be looked upon as an intermediate examination. We believe 
that these people should be gainfully employed until they are 21, 
but that opportunity should be afforded them for keeping in touch 
with the scholastic side of their work, and that before the diploma 
is awarded at the age f 21 they would have to show that they had in 
fact maintained their studies. 

It is impossible to deal with the question of chiropody from a 
public standpoint, with which we are particularly interested, without 
having a word to say about remuneration. We find that, as a matter 
of fact, a qualified person can set up in chiropody with a relatively 
small expenditure of money (say £100) provided he has the part- 
time use of two rooms, which may in his own home, and due 
regard must be had to this when assessing the salaries of chiro- 
podists. This may lead to anomalies when their salaries are com- 
pared with those of other members in the public services, but this 
is inevitable so long as some members of the staff have an oppor- 
tunity of going into private practice and some members of the staff 
are employed on work which does not offer a similar opportunity. 


Municipal Foot Clinics 

We should like to take this opportunity of urging that the success- 
ful foot clinics which have been operated hitherto by municipal 
enterprise in London and the provinces should be allowed to 
continue in their present form. ‘This service, given usually for a 
small fee, has been very popular with the public and we believe 
has done much good in increasing comfort and preventing develop- 
ment of more serious disabilities. The chiropodists who staff these 
clinics are well aware of the necessity of referring foot conditiens 
which call for medical advice to the hospitals and we do not see that 
there is any necessity for the transfer of such services, where they 
exist, to the Hospital Service. It is, in our view, a type of service 
which can properly be arranged at municipal clinics or (in due 
course) at health centres. 


FOREIGN OFFICE ADMINISTRATION OF AFRICAN 
TERRITORIES 


Vacancies exist in the Medical Department of the British Adminis- 
tration in North and East Africa for Public Health Inspectors, 
Sanitary Assistants and Aedes Control Inspectors. 

Candidates should be members of the Royal Sanitary Institute or 
be Army trained Sanitary Assistants Grade I. For Public Health 
Inspectors and Sanitary Assistants, candidates must have knowledge 
of public health procedure and be able to perform hygiene and 
sanitary inspections of all kinds of premises, particularly those used 
in food trade. For Aedes Control Inspectors, candidates must have 
had training and experience in Malarial Control. Appointments 
are temporary and are offered subject to medical examination. The 
initial contract is for two years. Salaries: Grade V (a) £400 p.a.x 
£15 to £475 p.a. Grade V (b) £325x £15 to £400 p.a. In addition 
a Foreign Service Allowance is payable ranging from £150—£530 
p.a. (free of U.K. Income Tax) dependent on whether candidates 
are married or single and whether or not accommodation is provided. 

Written applications giving date of birth, full details of education, 
qualifications and experience of posts held, including dates, should 
be addressed to London Appointments Officer, Ministry of Labour 
and National Service, 1-6, Tavistock Square, London, W.C.1, quoting 
reference number FA 668 for Public Health Inspectors and Sanitary 
Assistants and reference number FA 718 for Aedes Control Inspec- 
tors. In no circumstances should original testimonials be forwarded. 


Public Health is the Official Organ of the Society of Medical 
Officers of Health and a suitable medium for the advertisement of 
official appointments vacant in the health service. Space is also 
available for a certain number of approved commercial advertise- 
ments. Apply: the Executive Secretary of the Society, at Tavistock 
House South, Tavistock Square, W.C.1. Subscription 3ls. 6d. per 
annum, post free, in advance. Single copies 2s. 6d. post free. 
Official classified advertisements are charged at 2s. 6d. per line or 

part of a line. Minimum charge 15s. 


Telephone: Euston 3923. Telegrams: Epidauros, Westcent. 
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Life was of no value to Hero without Leander 
—it was incomplete. 


And many nutrients are of little or no value to the body 
without the completing presence of an essential companion. 
As knowledge of these “‘ inter-dependences ” increases, the 
value of Complevite is increasingly widely demonstrated. 
The formula of Complevite is based on the body’s funda- 
mental need for nutritional completeness. Containing the 
most important vitamins and minerals, in rational dosage, 
it is designed to make good those factors commonly needed 
as additions to the average or the ‘special’ diet. In non- 
specific cases of dietary deficiency, in convalescence, and 
for patients on restricted diets, it is invaluable. 


COMPLEVITE 


a single supplement for multiple deficiencies 


The recommended adult daily dose provides :— 
vitamin A 2,000i.u. | vitamin C 20 mg. | iodine not less 
vitamin D 300 i.u. | calc. 480mg. | manganese than 10 
vitamin B, 0.6 mg. | ferr.sulph.exsic.204 mg. | copper p.p.m. each 


VITAMINS LTD., UPPER MALL, LONDON, W.6 ry] 


Leander swam the Hellespont nightly to visit his love, Hero. \v ven one 
night he perished in the waves, Hero, despairing, threw herselj into ihe sea. 
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Dental Clinics, Hospitals and 
Public Health Services 


We specialize in the manufacture of Dental 
Electrical Equipment, Furniture, Instruments 
and Sundries for equipping and completing 
Dental Clinics, Hospitals, etc. 


We shall be happy to supply illustrations, 
details and full particulars, also to submit 
quotations for complete outfits or otherwise. 


You are cordially invited to visit our show- 
rooms or write to us, when we shall be glad 
to discuss the question of planning and advise 
you as to the most suitable equipment to 
meet your requirements. 


Please apply for further information or an 
appointment for personal interview if destred. 


THE DENTAL MANUFACTURING CO., LTD. 


Head Office and Showrooms 


Brock House, 97 Great Portland Street, W.1 
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Wherever you see the Green Cross remember it represents 


a whole industry devoted to sateguarding public health 


NEWTON, CHAMBERS & CO. LTD. THORNCLIFFE, SHEFFIELD 
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Physician cupping a patient for tuberculosis from AVICENNA, Canon Medicince (Venice, 1608) 


AN ADVANCE IN 


CHEMOTHERAPY 


‘ Sulphetrone,’ a derivative of diamino-diphenyl- 
sulphone, was evolved in the Wellcome Research 
Laboratories. It possesses chemotherapeutic activity 
of a high order against tuberculosis in animals. In 
the treatment of human tuberculosis, clinical trials 
indicate that it can exert a favourable effect in certain 
types of pulmonary tuberculosis, particularly infil- 
trative lesions. 

‘Sulphetrone’ should be administered only where 
adequate laboratory facilities for blood level estima- 
tions and blood counts are available. 


TETRASODIUM 


BURROUGHS WELLCOME & CO. (tHE WELLCOME FOUNDATION LTD. LONDON 
ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY CAPE TOWN BOMBAY SHANGHAI BUENOS AIRES CAIRO: 
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